NATION 


now 3 media 
for wider-range bacteriologic diagnosis 


TRYPTICASE Soy Broth 
with added CO, 


/ Brain Heart Infusion 
with Pas and added Co, 


CULTURE BOTTLE 


* UNCONTAMINATED SPECIMENS — blood taken from patient’s vein to culture bottle via a 
closed, sterile system. Unit is compact enough for bedside collections, is available with 
mailing box for shipment to outside laboratories> WIDEST RANGE OF GROWTH —specimens 
can be taken aerobically or anaerobically. Media are carefully selected for their ability 
to grow the various strains within genera + SIMPLIFIED TECHNIQUE — one VACUTAINER 
Culture Bottle, or as many as desired, inoculated with a single B-D Sterile Blood-Taking 
Unit. 

Free reference chart available for definitive bacterial identification. Write for Chart N-33C. 
B-D, TRYPTICASE and VACUTAINER are trademarks. 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
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in the office ...in the home 


for effective cold control 
CORICIDIN' 


Tablets 


relieve 
colds, aches, 
pains 
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MEDILETS’ 


control 
children’s colds 


Nasal Mist 


opens 
stuffy noses 


available in pharmacies only 


“D” Tablets’ 


relieve 
sinusitus, 
headaches 


SCHERING CORPORATION +- BLOOMFIELD, NEW JERSEY 
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THE NEW 

9TH EDITION OF 
CONTROL OF 
COMMUNICABLE 
DISEASES IN MAN 


An Official Report of the 
American Public Health Association 


Pocket-sized manual designed 

to provide an informative text 

for ready reference by physicians, 
dentists, veterinarians, nurses, 
medical students, social workers, 
health educators and sanitarians 
at home and abroad. 


@ Every chapter @ New chapters have been added 
has had material revision, on aseptic meningitis syndrome 
to take advantage of new information (its relation to non-paralytic poliomyelitis) ; 
developed in the past five years. acute upper respiratory disease 
The particular diseases (incorporating the former chapter on the 
which have undergone greatest revision common cold) ; loaiasis; staphylococcal infections 
include anthrax; (emphasizing the occurrence of 
histoplasmosis; influenza; such infections in hospital practice) ; 
poliomyelitis; rabies; rubella; four new chapters on arthropod-borne infections 
tetanus; toxoplasmosis. (a general summary of this group of virus 

infections, the encephalitides, arthropod-borne 
@ Index has been enlarged for easy reference. fevers and arthropod-borne hemorrhagic fevers). 


Edited by international authorities: 
John E. Gordon, M.D., Chairman 


Gaylord W. Anderson, M.D. William McD. Hammon, M.D. 
Joseph A. Bell, M.D. Arthur C. Hollister, Jr., M.D. 
Harold W. Brown, M.D. Robert F. Korns, M.D. 

E. Gurney Clark, M.D. Alexander D. Langmuir, M.D. 
John H. Dingle, M.D. Philip E. Sartwell, M.D. 
Chester W. Emmons, Ph.D. Joseph E. Smadel, M.D. 
William W. Frye, M.D. Franklin H. Top, M.D. 


235 pp, cloth cover $2.50; paper cover $1.00 
Book Service, American Public Health Association 
1790 Broadway, New York 19, N. Y. 
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NEW and the 
FIRST of its Kind 


Chronic Disease and 
Rehabilitation 


—A Program Guide for State and 
Local Health Agencies — 


© A skillful and thoughtful blending 
of past and current knowledge of 


the chronically ill. 


© A presentation of the epidemiologi- 
cal approach to health and chronic 


illness. 


¢ A summation of our know-how in 
averting chronic disease, halting its 
progression or limiting its resultant 
disability through community serv- 
ices. 

¢ A stimulant for the development of 
new and significant public health 
programs. 

¢ A “first” edition which will speed 


advances in many communities. 


Prepared by the Program Area Committee 
on Chronic Disease and Rehabilitation, 
American Public Health Association, Lester 
Breslow, M.D., Chairman 


* 
116 Pages $2.50 


Order from 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 
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SANITIZING AGENT 
“ PREPARED LIKE A 


FINE PHARMACEUTICAL 


Phenol coefficient analyses bear out what 
experience has proved over the years... 
that Roccat, the original quaternary 
ammonium germicide, is an extremely 
powerful germicidal agent against a 
broad range of bacteria. Such tests show 
Rocca to have several hundred times 
the antiseptic power of phenol against 
Staphylococcus aureus, Eberthella ty- 
phosa, Escherichia coli, Streptococcus 
pyogenes, Streptococcus hemolyticus, 
Streptococcus viridans and other viru- 
lent organisms. 

Roccat is not only capable of destroying 
these pathogenic microbes but of de- 
stroying them rapidly. Comparative in- 


vestigations for rapidity found that 
Rocca destroyed test organisms of 
Staph. A. in less than | second whereas 
iodine, several mercurials and chlorine 
preparations destroyed only a fraction 
of the organisms within 5 minutes. 


A product of one of the world’s leading 
pharmaceutical manufacturers, Roccac 
is subject to testing at the manufactur- 
ing level, batch tested at Sterwin’s Con- 
trol Laboratories and tested a third time 
when the product is bottled. Roccat is a 
potent bactericide: highly stable, stain- 
less, non-irritating, virtually tasteless, 
odorless, non-corrosive and non-poison- 
ous in recommended dilutions. 


ROCCAL HAS HIGH HARD WATER TOLERANCE—550 ppm— Official Test Method 


Roceal’s New Field Test is an accurate and practical method 
of determining the strength of Roccal sanitizing solutions. 


vil 


Further technological information ! 
on Roccal, including New Field 
Test, arid samples will be gladly | 
provided on request. / 
/ 


Subsidiary of Sterling Drug Inc. 
1450 Broadway, New York 18, N.Y. 
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le evidentia favora 


Furoxone 


brand of furazolidone 


pro le diarrheas bacterial® 


e allevia promptemente le symptomas e succede ubi alteres falle contra 
le crescentemente prevalente racias refractori de Staphylococcus, Escherichia, 
Salmonella, e Shigella @ bactericida plus tosto que bacteriostatic « effectos 
lateral negligibile # non incoragia excessos del crescentia monilial o 
staphylococcal « non ha inducite significative resistentia bacterial 


“That world-wide evidence favors FUROXONE for bacterial diarrheas is quickly conveyed by this 
advertisement in “Interlingua”—the international language which celebrates in 1961 the tenth 
anniversary of its introduction. Based on the languages of Western culture and comprehensible on 
sight to most professionally trained scientists, Interlingua is designed primarily for written com- 
munication and makes no attempt to replace existing national tongues. 


At present, the greatest use of this tool of international communication is in medical literature. 
Twenty-four journals, including the J.A.M.A., regularly carry Interlingua summaries of original 
contributions. Eight International Congresses have provided Interlingua summaries of papers pre- 


sented. To test your own comprehension of Interlingua, turn the page. 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, NEW YORK 
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Modern Versatile. -- 
Economical! 


INTERNATIONAL'S 
ALL-NEW MODEL UV 
UNIVERSAL CENTRIFUGE 


ion to centrifuging 


This latest contribut 
progress combines in one moderately 
priced unit all the features most wanted 
by medical and industrial laboratories. 
STREAMLINED DESIGN! Cabinetized construction 
adds new eye appeal to traditional International 
“work horse” ruggedness. Unitized control panel 
simplifies operation. Convenient storage space keeps 


accessories handy. 
WIDE-RANGE VERSATILITY! Swings more than 80 
different accessory inati at speeds up to 
5400 RPM. For exam - tles, 150 serum 
tubes, 6-250 ml bottles, 16-50 mi tubes. 
MOST-WANTED FEATURES! Stainless steel 

guard bowl makes cleaning easy- Electric 

tachometer, timer and brake assure accuracy - -- 
improve performance. Powerful series-wound 

motor !s International made for extra reliability. 


GET ALL THE FACTS about this modern, 
versatile, economical centrifuge - - . the one 
model you can standardize on for general-purpose 


work. th: 


INTERNATIONAL ((EC) EQUIPMENT CO 


1202 
SOLDIERS FIELD ROAD + BOSTON 35, MASSACHUSETTS 


Please rush com 
plete data on Int F 
and accessories. ernational’s all-new MODEL 
s. Sold and serviced the world over by por arte b tensa“ Centrifuge 
ernational dealers. 
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In Egypt and England 
Mexico and Missouri 
India and South Africa 


evidence favors 


Furoxone 


Se of furazolidone 


for bacterial diarrheas* 


e swiftly relieves symptoms ¢ succeeds where others fail against increasingly 

prevalent refractory strains of Staphylococcus, Escherichia, Salmonella and 
», abe Shigella ¢ bactericidal rather than bacteriostatic ¢ side effects negligible # does not 
riz encourage monilial or staphylococcal overgrowth ¢ has not induced significant 
bacterial resistance 


Furoxene Liquid: a pleasant orange-mint flavored suspension containing 
Furoxone 50 mg. per 15 cc., with kaolin and pectin, bottles of 240 cc. 
Furexone Tablets: 100 mg., scored, bottles of 20 and 100. 
Dosage: Adults, 100 mg. q.i.d.; children, 5 mg./Kg./day divided in four doses. 
EATON LABORATORIES 
&) Division of The Norwich Pharmacal Company 
*International bibliography available on r t \— NORWICH, NEW YORK 
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0 lost experiments 
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MICROSCOPIC 
SLIDE LABELING 


Eliminate guesswork . . . greasemark mistakes. Get positive identification. 


Simply pull tab and a fresh, clean label "pops" out. Fast, self-sticking labels 


dispensed one at a time. Available in standard or "tissue-high" thickness. 


They accept pen, pencil, ball point pen or typewriter marking. 1000 labels 


per carton. 


Dept. HMR 


Write for detailed information and the 
name of your nearest TIME distributor. 


LABELS PROFESSIONAL TAPE CoO., INC. 
355 Burlington Ave. Riverside, Ill. 
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Sterile Disposable Plated Media 


The RIMSEAL plate is @ specially designed, single-use plastic Petri dish containing a sterile BBL culture 
medium, ready jor immediate use. Effectively sealed against deterioration by drying, the medium remains ready 


for inoculation ever. after extended storage Used RIMSEA\ plates are easily and safely disposed of by incinera- 
ton. Medium ixlentification RIMSEAL plate. 


Just press open with gentie pressure across the cover. _reseal with gentle pressure 6a the cover. The exclusive 
B-B-L seal kenps media productive, minimizes air contamination, permits RIMSEAL plates to be opened and 
closed repeati:dly for examination and selection of colonies. Well adapted to cultivation of fungi, MW. tivberculosis, 


Brucella, ani other organisms 


RIMSEAL Sturile Disposable Plated Media eliminate: washing and of preparation 
and testing ... costly breakage and handling ... tapes, rubber bands, or other cumbersome sealers. 


RIMSEAL plates are avaiiable through your B-3-1 Distributor in « large variety of media. Literature will be supplied-on request, 


BBL q TIMORE BIOLOGICAL LABORATORY, INC. 1, Maryland 


A Divisicn of Becton, Dickinson and Company 
tn Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


AMD RINSEAL AGT TRADEMARES OF PAL TOMORE BIDLOGICAL LABORATORY, INC. 
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emphasize 
MEAT protein 


Meat 1s 
an wmportant 
food which can 


supply needed 
protein to 
teen-age diets 


The strange and fanciful eating crazes of teen-age 
girls often indicate youthful efforts to show their 
independence. They either eat much too much of the 
wrong foods and become unhappily over weight, or, 
they eat too little jeopardizing health during a most 
critical period of development. 


These teen girls will listen more readily to your pro- 


fessional advice, when you point to the fact that . 


pretty complexions, trim figures, energy and vivaci- 
ousness can depend on the food they eat. 


The nutritional statements made in this advertisement have been reviewed by 
the Council on Foods and Nutrition of the American Medical Association and 
found consistent with current authoritative medical opinion. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO ° MEMBERS THROUGHOUT THE NATION 


| With your TEEN-AGE dietary regimen... 
| 
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Viomycin sulfate (v1iocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 


IN BRIEF 


INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preferably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viociN is related chiefly 
to dosage. When recommended dosages are used, toxic 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision ef the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, VIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity. The similar nature of the toxic manifestations 
of streptomycin and VIOCIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


suPPLIED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 


Science for the world’s well-being™ PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


i IPT {ERIA AN TE AN x VI 1yt 
i 
now you can immunize against more diseases...with fewer injections 
i 
Dose: 1 ce. } 
Supplied: 9 cc. vials in clear plastic cartons. Pack- 
} age circular and material in vial can be examined ;! eet 
without damaging carton. Expiration date is _ 
i on vial for checking even if carton is discarded. 3. 
j For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


’ &D MERCK SHARP & DOHME, pivision oF MERCK & CO., INc., WEST POINT, PA. 
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TEFLON is a registered trade mark of E. |. Du Pont and Company, 
Inc. Teflon stopcock plugs are manufactured under FISCHER & ra 
PORTER Patent No. 2,876,985. 


More examples of the 
expanding Kimble line 


Simple or Complex— 
Kimble’s accurate, quality glassware 


speeds laboratory procedures. j 
2 


Delivers %-ml volume accurately .. . 
fast. Single calibration mark saves time, 
avoids confusion. 


Simple—New, Yp-ml Pipet #37000 


Complex— Automatic Pipet #37077-F 


Dispenses set volumes accurately, time 
after time. A mere half-turn of the stop- 
cock—one pipet fills as the other drains. | 


Class A tolerance (NBS Circular #602) 


TEFLON stopcock plug 


won't freeze, bind or cor- 
rode. Needs no grease... 
hence nocontamination. 


Now available at your 
Laboratory Supply Dealer 
For further information write Kimble 


Glass Company, Subsidiary of Owens- 
Illinois, Box SP-64-2, Toledo 1, Ohio. 


Brand new! 12-ml Kimax Volumetric 
Pipet (37000). The smallest in a range 
of 18 sizes from /2-ml through 200 ml. 


Automatic Gravity Filling Kimax Pipet 
with Teflon Stopcock Plug (37077-F). 
In 5 ml, 10 ml, 25 ml and 50 ml —_—_ 


h. 


KIMBLE LABORATORY GLASSWARE Owens-ILLINoIS 


an (I) PRODUCT 
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Protect the public... with the proved effectiveness of HTH 
chlorination. In dry granular or handy tablet form . . . HTH 
goes to the source to kill bacteria, algae, and fungi fast. It de- 
stroys odors, too. It’s economical and easy to use in the treat- 
ment of municipal water supplies, industrial wastes, sewage 
systems and swimming pools. Comes in a number of modern 
containers from 3%4 to 100 Ib. sizes. Write NOW for literature. 


Here’s To Health . HT »” 


Baltimore 3, Maryland 


HTH® is a trademark. 
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Jha 
to men of 
“SCIENCE 
MEDICINE 
*INDUSTRY 


Some miracles have a way of biding their time— 
until the theoretical becomes possible, until the po- 
tential becomes practical. 

So it was 20 years ago with the first enrichment of 
white bread, flour and other products of wheat. 1941 
was the year. Science, medicine and industry com- 
bined—to achieve a dietetic miracle that touches 
everyone in America. 

Here's the sequence: During the 1930's, scientific 
and industrial research discovered and made pos- 
sible the synthetic, commercial production of certain 
vitamins and minerals. By 1939, the American Med- 


ENRICHED... 


and whole wheat flour 
foods are listed among 
the “Essential Four’’ food 
groups set up by fhe U.S. 
Dept. of Agriculture's Insti- 
tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein. vitamins and minerals. 


NAME 


WHEAT FLOUR INSTITUTE 


working for a healthier America through nutrition 


city 
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FREE ~ USE COUPON OR SEND R BLANK 


To: Wheat Flour Institute 
309 West Jackson Bivd., Chicago 6, Ill. 
Please send me ;or professional review ‘Cereal Enrichment in Perspec- 
tive," prepared by the Committee on Cereals, the Food and Nutrition 
Board, Nationa! Research Council, and a sample leaflet, ‘The Two 
Minute Story of The Quiet Miracle,” for possible lay distribution. 
(Please print) 


AOORESS 


ical Association suggested adding synthetic nutrients 
to general purpose foods to make up for deficiencies 
in popular diet. Millers and bakers were ready. 
Spurred by wartime need, the first standards for en- 
richment were issued in 1941. 

In these 20 years, what has happened? With- 
in 10 years—clinical beriberi, pellagra and aribo- 
flavinosis practically disappeared in the U.S. After 
20 years, we now have two generations of younger 
Americans whose diet includes generous supplies of 
thiamine, riboflavin, niacin and iron—largely pro- 
vided through the enrichment of breads, flour and 
macaroni foods. 

This is the quiet miracle . . . better health for all— 
through better nutrition for all. 


Dept. AJPH-2 | 


ZONE —_. STATE 
(Otter lumited to United States and Possessions) 
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Eleven Lederle antigens... produced to definitive 
FOR THE quality specifications. For use in either (1) rapid 
uantitative slide test screening or (2) confirmatory 

DIAGNOSIS OF tube-test identification. 

Brucella Abortus Antigen 

Proteus OX19 Antigen 
FEBRILE Salmonella Group A Antigen (Somatic I, IT, XII) 
Salmonella Group B Antigen (Somatic I, IV, V, XII) 
Salmonella Group C Antigen (C,, C:) (Somatic VI, 

DISEASES 


Salmonella Group D Antigen (Somatic IX, XII) 
(Typhoid O) 

Salmonella Group E Antigen (E;, Ez, Es) (Somatic 
III, X, XV) 


Paratyphoid A Antigen (Flagellar a) f 
Paratyphoid B Antigen (Flagellar b) s 
Paratyphoid C Antigen (Flagellar c, 1, 5) 
Typhoid H Antigen (Flagellar d) . 
Now available—"DIAGNOSTIC AGENTS LEDERLE—A WIDE RANGE OF DIAGNOSTIC 
for Laboratory and Clinical Use”. New 64- ANTIGENS...MEDIA...SERUMS...EXTRACTS C 
page booklet describes Lederle diagnostic || FOR LABORATORY AND CLINIC 
products in detail with step-by-step expla- l 
nation of technics. Send for your free copy For further information, contact the Lederle Represent- 
today. ative through your hospital pharmacy or write: f 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York (Gamay F 
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Q(NITROFURAZONE 0.2% AND HYDROCORTISONE EATON 


CREAM 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 


FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
sone with the dependable antibacterial action of FURACIN”, brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 


FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 


water-soluble. 
NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 


Products of Eaton Research 


When you look at prices on 
cover slips, consider the spe- 
cial dispenser you get with 
CORNING cover glass. The 
glass is clean; often you can 
use it right from the box. It 
also makes for cleaner, faster 
handling. 


When you look at prices on 
graduated cylinders, con- 
sider the extra strength you 
get with Pyrex graduates. 
That shoulder under the rim 
takes the shock of an upset, 
prevents the rim’s striking 
the bench. The markings are 
permanent. They’re etched 
through a layer of red glass. 


When you look at the prices 
on culture tubes, consider 
the time our screw cap mod- 
els can save. You eliminate 
cotton plugging, media stay 
lint-free. The caps are tough, 
stand up to heat and steam. 


White, inert rubber liners 
last the life of the tube. 
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BUYING 


When you look at prices on 
centrifuge tubes, consiier 
the extra strength built into 
Pyrex tubes. The ends are 
accurately formed and uni- 
form to take the strain of 
centrifuging. The permanent 
graduations of this Accu- 
RED model are applied with- 
out etch marks in the glass, 
which often weaken centri- 
fuge tubes. 


When you look at the prices 
on pipets, consider the extra 
life of the markings on our 
Accu-RED pipets. The 
marks are built into the glass, 
last as long as the pipet. 
There are no etch marks to 
weaken the glass. No fillers 
to wear off or fall out. 


LABWARE? 


a purchaser cannot deter- 

mine the cost of labware 
simply by holding it up against 
a scale of prices. 

Check your own experi- 
ence and you'll find that, al- 
though two brands of the 
same item may be priced 
alike, one will outlast or be 
easier to use than the other, 
and actually cost you less. 

You'll find that we build 
into Pyrex® labware useful 
features that make it cost you 
less than labware priced the 
same or even lower. For ex- 
ample: pipet tips have two 
bevels to eliminate rough 
edges which cause breakage; 
graduate tops have reinforc- 
ing beads to soak up impacts; 
a new dispenser pack for cov- 
er slips keeps them clean, 
ready for use. 

Ask your laboratory sup- 
ply representative to show 
you how to ferret out the ac- 
tual cost of labware from the 
bewildering array of brands 
and prices you have to cope 
with. 


CORNING 


GLASS WORKS 


8002 Crystal St. * Corning, New York 


|: an unfortunate fact that 
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improvement 


POLIOMY. 


MORE HIGHLY PURIFIED 


PURIVAX Poliomyelitis Vaccine contains less monkey kidney protein than does 
commercial Salk vaccine. Consequently, the possibility of allergic 


sensitization is minimized. 


Standardization is achieved by precise physical (rather than biological ) 
methods so as to produce a uniform quantity of inactivated antigen in each dose. 


MORE RAPID PROTECTION 


PURIVAX Poliomyelitis Vaccine provides immunity in a higher percentage of patients 


who complete only two of the recommended three-dose series; this results in an 


earlier establishment of immunity in a significant proportion of patients. c 
t 

Immunity in all patients who received three doses of PURIVAX Poliomyelitis Vaccine , 
has been reported.* 
) 

1 

GREATER SAFETY ‘ 

PURIVAX Poliomyelitis Vaccine induces high antibody titers against all three R 


types of poliomyelitis virus. Moreover, the highly virulent Mahoney strain of type 1 


has been replaced by the less virulent Parker strain for even greater safety. 
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immunization 


After Only TWO Injections 


2 


POLIOMYELITIS 
VACCINE 
(Commercial Salk) 


IMMUNE 


Dosage and Administration: It is recommended that three injec- 


tions (intramuscular or subcutaneous) of 0.5 cc. each be given, 
with an interval of 4 to 6 weeks between the first and second 
injection. The third injection should be administered 7 months 
or more after the second injection. 

The preferred procedure is to complete immunization before the 
season when poliomyelitis characteristically increases. However, 
the vaccine may be administered throughout the summer season. 
Special circumstances such as exposure to the disease, tonsillec- 
tomy, or trauma are not considered contraindications. 


Supplied: 2-cc. vials. 


\ F Percentage of Patients Showing immunity to All Three Types of Poliomyelitis Virus” 
5) 


IMMUNE 


*Hilleman, M. R., Charney, J., Tytell, A. A., 
Weihl, C., Cornfeld, D., Ichter, J. T., 

Riley, H. D., Jr. and Huang, N.: Investigation 
into the development and clinical testing of 

a poliomyelitis vaccine containing standardized 
amounts of purified poliomyelitis virus antigens, 
1960 Symposium on Polio Vaccines, Newark, 


New Jersey, April 20, 1960. 


For additional information, 
write Professional Services, 


Merck Sharp & Dohme, West Point, Pa. 


Qo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


PURIVAX is a trademark of Merck & Co., Inc. 
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during hospitalization... 
throughout convalescence 


SUSTAGEN 


Complete therapeutic nutrimer' 


to supply all or part of the 


patient’s nutritional requirements 


in the hospital... 

By the time a patient reaches the hospital —what- 
ever his illness—undernourishment is sometimes 
a complicating factor. To overcome the problem, 
Sustagen offers a therapeutic diet of carefully 
controlled, essential nutrients—ideal for tube 
feeding, readily accepted in beverage form. This 
diet helps to promote good nutrition and hasten 
convalescence. 


in the home... 

The convalescent who continues to receive 
Sustagen at home is more likely to hold or in- 
crease his nutritional gains. Fach glassful you 
specify adds 390 calories to his diet, including 
23.5 Gm. protein, 3.5 Gm. fat, and 66.5 Gm. 
carbohydrate — plus important quantities of all 
essential vitamins and minerals. s7068 
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The vexing problem of air pollution and its effects is examined 


retrospectively in this study. The authors report on the findings 


of illness or lack of illness among those who were involved in 


the acute episode of air pollution in Donora, Pa., in 1948, 


and endeavor to interpret their findings. 


A FOLLOW-UP OF DONORA TEN YEARS AFTER: 
METHODOLOGY AND FINDINGS : 


Antonio Ciocco, D.Sc., F.A.P.H.A., and Donovan J, 1 hompson, Ph.D., F.A.P.H.A. 


yao od in the health aspects of air 
pollution continues to mount in this 
country as well as elsewhere throughout 
the world. The deleterious effects on 
health of the acute episodes of air pol- 
lution occurring in the Meuse Valley, 
London, and in Donora, Pa., are well 
documented, if not completely under- 
stood. The long range effects on the 
health of a population exposed intermit- 
tently to varying levels of air pollution 
are far less well documented. More- 
over, the problems of measurement and 
the difficulties encountered in analyses, 
when one undertakes to elucidate the 
relations between continued exposure to 
air-borne pollutants and health in large 
population groups, suggest that the 
efforts and experience of many investi- 
gators will be required before these 
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relations will be understood. Accepting 
this point of view it seems appropriate 
to report the findings of analyses of 
data from follow-up studies undertaken 
in Donora and Pittsburgh. 


Material and Method 


Detailed descriptions of the several 
surveys providing the data on which this 
report is based have been published 
elsewhere.*-> A brief summary of the 
Donora survey will be helpful to an 
understanding of the material to be 
presented here. 

Following the acute episode of air 
pollution in Donora in October, 1948, 
the Public Health Service conducted a 
community survey on a systematic one- 
third sample of the households of 
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Donora listed in the 1947 files of the 
Tax Assessor of the borough.* Data 
were obtained from a responsible per- 
son in the household on all members 
of the household concerning: 

(a) such demographic characteristics as age, 
sex, occupation, residence; 

(hb) past experience of specific conditions such 
as asthma, sinusitis, heart disease, chronic 
bronchitis, tuberculosis; 

(ec) the occurrence of symptoms such as 
cough, nausea, vomiting, headache, and 
smarting of the eyes during the October 
episode ; 

(d) the persistence of these symptoms; 

(e) physician and hospital services received 
for the ailments. 


By this survey information was ob- 
tained on 4,092 residents of Donora. 
This group constitutes the part of the 
1948 Donora population which was 
again surveyed early in 1957. By per- 
sonal interview and mailed question- 
naires, slightly more than 99 per cent 
of the 4,092 persons were traced to 
1957. In the follow-up, information 
was obtained on the 1957 prevalence 
and 1948-1957 incidence of certain 
chronic conditions as well as on certain 
cardiorespiratory symptoms, hospitaliza- 
tion and medical services received, place 
and cause of death, residence, occupa- 
tion, smoking history, and other related 
information. It should be emphasized 
that the 1957 interviewers were not 
aware of the responses to health ques- 
tions which had been made in 1948. 

In the 1948 survey of Donora the 
main question asked was: “Were you 
affected by the smog of October 28-31?” 
If the answer was “Yes,” the persons 
involved were placed in the class: “acute 
illness.” Those for whom the answer 
was “No” were classified under “no 
acute illness.” The information on past 
experience obtained in 1948 permits 
additional classifications of the illness 
status of the study group for 1948. 
Persons reporting a history of asthma, 
heart disease, chronic bronchitis, tuber- 
culosis, or sinusitis have been classified 
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under “chronic illness.” An “all illness” 
classification has been defined to in- 
clude persons reporting “acute illness” 
and/or “chronic illness” in 1948. 


Findings 


In Figure 1, mortality during the 
eight and one-half years following the 
episode among those who reported 
“acute illness” in the Public Health 
Service survey is compared with the 
mortality among those who did not 
become ill. The age adjusted cumula- 
tive rates* summarize in a single figure 
the relationship consistently observed for 
each of five broad age groups investi- 
gated. As may be observed from the 
figure, persons who became acutely ill 
during the episode differ from those 
who did not become ill in their subse- 
quent mortality experience. The differ- 
ence appears in the first year following 
the episode and is maintained through- 
out the period of follow-up. There is a 
suggestion in the figure that the differ- 
ential rate of mortality in the two groups 
begins to disappear about midway in 
the follow-up period. 

A similar differentiation of the acute 
illness and no acute illness groups is 
possible with respect to indexes of mor- 
bidity. Data were obtained in 1957 
on heart disease, asthma, high blood 
pressure, hardening of the arteries, 
chronic bronchitis, chronic sinus trouble, 
and kidney trouble. Table 1 includes 
results which are typical of our findings 
concerning these diseases. 

In the uppermost portion of the table, 
it will be noted that reported heart 


*If Pi; is the cumulative age-specific 
mortality rate to year j for males of age i 
who reported acute illness and n,; the number 
of males in age group i in the total 1948 
sample, the age adjusted cumulative rate to 
year j for acutely ill males has been computed 
as =P\;n,;/=n; with the summation taken over 
the five age groups considered. Similarly, the 
rate for males with no acute illness and both 
female rates were adjusted to the age distribu- 
tion of the total male and female samples, 
respectively. 


VOL. 51, NO. 2, A.J.P.H. 


disease prevalence in 1957 among sur- 
viving members of the 1948 study group 
is higher among those acutely ill in 
1948 than for with no acute 
illness, with a single exception. A simi- 
lar relation holds for the 1957 preva- 
lence of one or more of all the chronic 
about which inquiry was 
made, as may be noted in the second 
section of the table. In the third sec- 
tion of Table 1 a summary measure of 
has calculated. This 
measure combines a number of indi- 
vidual measurements of morbidity each 
showing, generally, the same contrast- 
ing pattern for the “acute illness—no 
acute illness” categories. From the total 
study group we have isolated those per- 


those 


conditions 


morbidity been 


sons who: 


|. died during the intervening eight and one- 
half years since the episode; 

2. reported in 1957 a disablement, one or 
more of the chronic diseases, and/or one 
or more of the symptoms about which in- 
quiry was made, and/or: 


Acute Iliness 


Cumulative Mortality Rate Per 100 
yn S$ DW OC 


No Acute Iliness 
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3. are currently under a physician’s care for 
any reason. 


These persons are labeled Type S_per- 
sons, and Table 1 shows the number of 
such persons per 1,000 population by 
age, sex, and illness status during the 
episode. In each age-sex category the 
ill group contains a higher proportion 
of Type S_ persons than the not ill 


group. If the severity of the acute 
illness (numbers in parentheses) is 


taken into consideration the differences, 
with one exception, are much larger. 
Finally, at the bottom of the table 
we have included the incidence of re- 
ported heart disease during the period 
1948-1957. In calculating the incidence, 
the denominator includes only those 
persons who did not report heart diseas* 
in 1948. while the numerator is the 
sum of those persons who died during 
the interval from heart disease and 
those persons alive in 1957 who re- 
ported the disease. Without exception 


Acute Lilness No Acute Lliness 


194948 9% 5S 5S 52 53 56 57 1948 49 50 5} 52 53 SH 5 57 
Figure 1—Age-Adjusted Cumulative Mortality Rates for Persons 20 Years of Age 


or Older: Donora, 1948-1957 
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13 
12 
Males Females 


Table 1—Morbidity per 1,000 Population from Specified Conditions’ 
Classified by Age, Sex, and Illness Status During the 1948 Episode; 


Donora, Pa. 
__ Male Female 

Age in 1948 No Acute No Acute 

(years) Acute Illness Illness Acute Illness TIIness 

Number of persons reporting heart disease in 1957 
per 1,000 

Under 20 15 =~ 23 7 
20-34 19 11 5 10 
35-49 31 17 72 56 
50-64 110 49 93 72 
65 and over 86 33 156 143 


Number of persons reporting one or more of the con- 
ditions, heart disease, asthma, high blood pressure, 
hardening of the arteries, chronic bronchitis, chronic 
sinus trouble, or kidney trouble, in 1957, per 1,000 


Under 20 96 
20-34 135 
35-49 151 
50-64 238 
65 and over 343 


47 108 57 
100 168 82 
140 275 212 
195 393 312 
133 467 469 


Number of Type S persons per 1,000* 


Under 20 200 (636)t 
20-34 351 (294) 
35-49 430 (696) 


50 and over 


707 (833) 


136 345 (714) 168 
285 453 (529) 338 
347 597 (639) 503 
643 772 (892) 729 


Number of persons not reporting heart disease in 1948 
who have since died from this cause or report heart 
disease in 1957, per 1,000 


Under 20 15 
20-34 19 
35-49 40 
50-64 139 
65 and over 373 


* See text for definition. 


_— 16 10 
11 10 10 
23 50 39 
128 122 119 
172 259 354 


t Rate per 1,000 for those whose acute illness was classified as severe. 


the acutely ill persons have rates equal 
to or greater than those not acutely ill 
in 1948. 

From the foregoing findings it is 
clear that the subsequent health of per- 
sons who became acutely ill during the 
episode differs from the group which 
did not become ill. However, before 
these facts are hastily ‘interpreted a 
more searching analysis is required. 


The U. S. Public Health Service 


analysis of 1949 pointed out that a 
higher proportion of persons with prior 
cardiorespiratory illness became acutely 
ill during the episode than persons with 
no prior chronic illness of this kind. 
In Table 2 the mortality is analyzed 
taking into consideration both the prior 
chronic illness about which a direct 
query was made in 1948 and the acute 
response to the episode. 

There is not complete consistency with- 
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in each age-sex subdivision of Table 2, ported chronic illness in 1948, those 
but in general the rates for persons who became acutely ill during the epi- 
with acute illness only, line (b), are  sode have had a higher mortality than 
only slightly higher than those with those who were not acutely ill, lines (c) 


neither acute or chronic illness, line and (d). 
(a). Furthermore, the persons reporting The causes of death in the several 
a prior history of chronic illness with or _ illness groups are also of interest with 
without acute illness during the episode __ respect to possible interpretations of pre- 
have had the highest subsequent mor- vious findings. Death certificate infor- 
tality, lines (c) and (d). mation was obtained for 290 of the 314 
Although the numbers on which these —_ deaths occurring in the study population. 
rates are based are in some instances Table 3 presents the observed and 
quite small, the conclusion seems war- expected deaths from specific causes 
ranted that the previously noted differ- | among persons in the specified sickness 
ences in mortality between the acutely classes. In calculating the expected 
ill and the not acutely ill are sharply mortality from specific causes of death, 
reduced if the comparison is limited to we applied to persons in each age group 
those persons reporting no prior chronic — who reported a stated illness in 1948 


illness in 1948. It should be noted, the appropriate cause mortality rate of 
however, that in the age groups 20-49, the total sample. Since the numbers 
among both males and females who re- become small the causes of death were 


Table 2—Mortality Rates per 1,000 Population, Donora, 1948-1957, by Illness Status 
in 1948, Age and Sex 


Males Females 
In 1948 Mortality Mortality 
Age (years) IIIness Reported Number Rate Number Rate 
20-34 (a) None 278 7 286 7 
(b) No chronic—acute 134 8 167 12 
(c) Chronic—no acute 36 — 44 -- 
(d) Chronic—acute 44 114 48 42 
(e) All illness 214 28 259 15 
35-49 (a) None 166 30 164 30 
(b) No chronic—acute 169 41 142 42 
(c) Chronic—no acute 21 48 33 61 
(d) Chronic—acute 53 94 58 138 
(e) All illness 243 53 233 69 
50-64 (a) None 137 153 129 109 
(b) No chronic—acute 170 171 123 138 
(c) Chronic—no acute 31 323 19 263 
(d) Chronic—acute 68 265 53 245 
(e) All illness 269 212 195 179 
65 and over (a) None 44 455 44 432 
(b) No chronic—acute 55 400 50 480 
(c) Chronic—no acute 19 579 13 538 
(d) Chronic—acute 28 679 21 381 
(e) All illness 102 510 84 464 
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Table 3—Relationship of Reported Illness to Stated Cause of Deaths in Persons 21 
Years of Age and Over, Observed and Expected Deaths; Donora, 1948-1957 


Cause of Death 


Illness Number “Neoplasms Cardiovascular 

Reported of 140-205)" _ (410-456) Other 

in 1948 Sex Persons Observed Expected Observed Expected Observed Expected 
All illness M 7 20 19.2 59 51.2 43 411.8 

F 747 17 14.6 Ht 39.8 28 24.2 
Acute illness 
only M 509 12 11.7 25 30.3 21 25.2 
F 468 12 8.9 22 24.1 1] 14.7 
Heart disease M 16 l 1.7 12 4.9 7 3.8 
F 72 l 18 13 5.4 6 3.2 
Asthma M 6 2 1.8 12 5.5 3 1.1 
F 29 0 0.8 1 2.4 l 1.4 
Pneumonia 
and 
bronchitis M 177 6 1.4 16 12.1 12 9.7 
F 146 3.1 13 8.7 a2 
Not ill M 584 9 98 18 25.7 21 pr Ws 
F 585 7 94 20 24.2 1] 14.9 

* Numbers in parentheses refer to the International List of Causes of Death 
grouped into only three categories: neo- While variations in the rates of the 
plasms, heart disease, and “other.” The three illnesses considered are present 
data show that a higher mortality than in the four columns of the table, there 
expected occurs principally in the case is little evidence to suggest that sur- 
of cardiovascular deaths among persons vivors of the 1948 Donora episode differ 
reported to have had heart disease, from current residents of the borough 
asthma, or pneumonia and bronchitis in (1948 residents diluted by persons mov- 
1918. Observed mortality among _per- ing into the borough since 1948) or 
sons reporting only acute illness in 1918 from persons residing in the two other 
is actually less than expectation for nearby communities, as far as preva- 
cardiovascular and “other” deaths. lence of these diseases is concerned. 

A comparison of the current preva- The findings presented thus far have 
lence of heart disease, asthma, and demonstrated that differences in’ sub- 
arthritis or rheumatism among survivors — sequent health experience do exist  be- 
of the 1948 episode and three other tween persons who became acutely ill 
population groups is presented in Table | during the episode and those who did 
1. The information for the 1957 resi- not. but. in general, this difference 
dents of Donora, for the Arsenal Health appears to be due principally to health 
District of Pittsburgh, and for Butler — conditions existing prior to the episode. 
County, Pa., was obtained from surveys A question of paramount interest is. 
conducted in these areas employing es- “Did illness experience vary with ex- 
sentially identical questions and technics posure to pollutants?” Lacking a direct 
to those used in the Donora follow-up. measure of the exposure of each Donora 


160 VOL. 51, NO. 2, A.J.P.H. 


| 


person to air-borne pollutants before, 
during. or following the 1948 episode, 
a search for indirect measures of ex- 
posure was undertaken. The period of 
residence in the Donora environment, 
the place of residence in the community, 
the occupation and place of work, and 
other similar variables suggest them- 
selves as bases for classifications which 
might reasonably be expected to exhibit 
variation in illness rates. Our exami- 
nation of this question, while admittedly 
incomplete and of necessity crude, has 
produced little that would suggest that 
variations in these environmental factors 
are associated with health effects which 
are measurable in terms of the avail- 
able data. 

Information was also obtained in 1957 
concerning the smoking histories of the 
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survivors of the 1948 episode. Our 
investigation of the relation of “personal 
air pollution” caused by smoking to the 
illness reaction both during and subse- 
quent to the 1948 episode may be useful 
as an illustration of the kinds of prob- 
lems encountered. 

Among the persons surviving in 1957 
who could be personally questioned con- 
cerning their smoking habits (approxi- 
mately 80 per cent of the total study 
croup), there is no evidence that those 
who smoked tobacco in any form prior 
to October, 1948, became ill during the 
episode at a higher rate than those who 
did not smoke. The 1948-1957 illness 
experience of male smokers when con- 
trasted with the experience of males 
who have never smoked, is in the direc- 
tion of higher rates of illness for the 


Table 4—Prevalence per 1,000 Population of Specified Conditions in Donora, Pitts- 


burgh, and Butler County, Pa., by Age 


Disease or 


Survivors of 1948 1957 Donora 


Arsenal Health Butler County, 


Condition Age Donora Survey* Sample District, 1952 Pa., 1954 
Heart disease 0-14 1 3 10 6 
15-24 7 6 11 10 
25-34 8 12 6 19 
35-44 18 8 18 17 
15-54 Si 30 29 55 
55-64 55 68 59 86 
65 and 
over 99 90 77 97 
Asthma 0-14 7 9 6 19 
15-24 12 1] 6 12 
25-34 15 15 6 1] 
35-44 13 13 21 17 
45-54 24 19 9 19 
55-64 20 43 24 54 
65 and 
over 5] 44 33 29 
Arthritis or 
rheumatism Male Female Male Female Male Female Male Female 
35-44 64 61 37 97 37 71 39 85 
45-54 98 208 98 233 48 121 7 129 
55-64 211 254 209 229 91 158 130 204 
65 and 
over 205 270 175 268 172 264 213 315 
* Age as of 1948. 
FEBRUARY, 1961 161 


Table 5—Illness Status of Nonsmoking Males 12 to 20 Years of Age in 1948, and 
Cumulative Frequency with Which the Smoking Habit Was Acquired, by Specified 


Age Between 1948 and 1957 


Nonsmokers Who Began to Smoke Cigarettes by Specified Age 


Illness 

Status (Cumulated rate per 100 nonsmokers in 1948) 

in 1948 Number 13 14 15 16 17 18 19 20 21 22 23 24 2 26 27 WB 
Ill 44 0 0 6 11 19 2 30 39 4 SO 57 62 62 64 72 77 
Not ill 100 0 0 0 4 9 16 2 27 33 36 40 44 48 51 51 58 


group which has smoked. With few 
exceptions the males who became ill 
during the episode and who smoked 
before the episode have the highest 
rates, while the nonsmokers who did 
not become ill during the episode have 
the lowest rates. No consistent patterns 
could be discerned among the females. 
In general, the findings for the males 
are similar to the linkage between smok- 
ing and various kinds of illness re- 
ported from the many recent investi- 
gations of this association.®7 

A simple interpretation of these find- 
ings for the males would be that per- 
sonal air pollution arising from smoking 
contributes in an additive way to the 
subsequent illness differentials already 
demonstrated between the persons who 
became ill during the 1948 episode and 
those who did not. That such an inter- 
pretation may not be warranted can be 
demonstrated directly from these data. 
Two questions can be raised concerning 
this interpretation of the smoking-sick- 
ness association: First, since prior illness 
has been shown to be related to the 
subsequent mortality and morbidity dif- 
ferentials between the group who be- 
came acutely ill and those who did not 
become ill, what relation exists between 
smoking history and illness prior to 
1948? Second, did the acquisition of 
the smoking habit differ according to 
past illness experience? 

Unfortunately, since the smoking 
question was asked only of persons 


surviving in 1957, we cannot shed any 
light on the first question. With respect 
to the second question, the data in 
Table 5 relate illness status, as reported 
in 1948, to the subsequent smoking 
experience of a group of young males. 
Among the individuals interviewed in 
1957, there are 144 males who were 
between the ages of 12 and 20 years 
in 1948 and who stated that they had 
not begun to smoke prior to the survey 
date in 1948. The cumulative frequency 
with which the smoking habit was ac- 
quired by specified age has been esti- 
mated separately for the males who be- 
came acutely ill in 1948 and those who 
were not reported ill at the time. Al- 
though the numbers in Table 5 are too 
small to warrant definitive conclusions, 
the calculations clearly indicate that 
males who became ill in 1948 have since 
acquired the smoking habit more fre- 
quently and at a more rapid rate than 
those who were not reported ill at the 
time. Similar calculations for young 
females showed no consistent pattern, 
probably because of the small number 
of this group who acquired the smoking 
habit in the period considered. 

These findings, together with those 
of Fisher® and the considerations of 
Berkson,® emphasize the need to inves- 
tigate how the smoking habit is acquired. 
and by whom, in order to understand 
the meaning of the observed relation- 
ships between smoking and morbidity 
or mortality. 
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Discussion 


The essential findings of this inves- 
tigation are that persons who reported 
acute illness at the time of the smog 
episode have demonstrated subsequently 
higher mortality and prevalence of ill- 
ness than the other persons living in 
the community at that time. Further- 
more, persons who complained of more 
severe acute illness in 1948 demonstrate 
greater subsequent morbidity and mor- 
tality than persons with mild complaints. 
There is some evidence in these data 
that this greater morbidity and mor- 
tality is related to the cardiorespiratory 
system. When persons who reported 
chronic cardiorespiratory illness which 
antedated the 1948 episode are removed 
from the comparisons, the differentials 
in subsequent illness experience between 
the acutely ill and those who did not 
experience illness are narrowed con- 
siderably. Finally, no substantial or 
consistent relations between  environ- 
mental variables and health experience 
could be demonstrated. 

In terms of the study of air pollution 
and its relationship to health and dis- 
ease, these findings raise three central 
questions: 

1. To what extent is the subsequent health 
experience of those persons who became ill 
during the episode related to complaints 
first arising during the episode or to com- 
plaints present before the episode? 

2. To what extent is the greater morbidity 
and mortality a direct consequence of (a) 
short-term massive exposure to air 
pollutants, (b) a continued exposure both 
before and after the episode, and (c) a 
combination of (a) and (b)? 

3. To what extent are the manifestations of 
sickness specifically related to the par- 
ticular pollutants in the Donora air? 


In discussing the first question, the 
association reported in 1949 in the 
UL. S. Public Health Service analysis 
between a prior history of cardiorespir- 
atory conditions and acute illness dur- 
ing the episode continues into the period 
of follow-up considered here. Our data 
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show, however, that even the persons 
who denied a history of heart disease 
before October, 1949, but became ill 
during the episode, have had a higher 
subsequent morbidity rate than persons 
of the same age and sex who did not 
become ill. Further, though the differ- 
ence is less marked, mortality in the 
former group is also slightly higher 
than in the latter. Taking these findings 
at face value, it would seem that subse- 
quent health experience is related to 
complaints first arising during the 1948 
episode. The basic assumption in this 
inference is that persons who denied a 
history of cardiorespiratory conditions 
actually did not have them, and con- 
versely, that those who reported them 
did. Our experience in other surveys 
indicates that there is considerable un- 
der-reporting of impairments in inter- 
view surveys.’°"! If any significant 
amount of such understating of previous 
illness did exist in the survey of 1948, 
the meaning of the findings might be 
that the discomforts of the smog episode 
served only to bring out or emphasize 
already existing impairments. 

With respect to the second question, 
our analysis has attempted to construct 
classifications of environmental variables 
presumably related to exposure and to 
compare variation in these classifica- 
tions with the illness history during 
and after the episode. From this analy- 
sis we had hoped to obtain an indica- 
tion of the relative significance of the 
acute episode and the chronic exposure 
over the years. However, no clear re- 
lationship between illness and environ- 
mental variables has been established. 
The comparison of chronic disease prev- 
alence among 1957 residents of Donora 
and survivors of the 1948 study group 
might reasonably have been expected to 
show a difference if the episode alone 
had any long-term effects on the sub- 
sequent health of those exposed. No 
such difference could be demonstrated. 

Among persons reporting a history of 


163 


prior cardiorespiratory illness, those be- 
tween the ages 21-50 show a differential 


‘ subsequent mortality depending upon 


their reaction to the smog episode. This 
finding is pertinent to both our first and 
second questions. In relation to ques- 
tion 1, the differential mortality in the 
age group 21-50, if real, would indicate 
that the reaction to the smog episode 
played a role even among those whose 
impairment antedated the episode. This 
role may have been one of aggravating 
the existing cardiorespiratory condition 
or simply one of labeling those cases 
which were the more severe or disabling. 
The failure to find a mortality difference 
in the age group 50 and older between 
the group who became ill during the 
episode and those who did not, again 
if real. is disturbing. If either the 
“labeling” or the “aggravating” hy- 
pothesis is correct, we would have ex- 
pected to find a mortality differential 
in this age group. That we did not find 
a differential may be a chance occur- 
rence, or it may be that our time period 
is long enough to give competitive 
causes of death a chance to operate and 
thus obscure the picture. 

In regard to the third question, al- 
though the Donora data do point to 
some effects on the cardiorespiratory 
system, they do not provide the means 
for relating particular pollutants to 
specific symptoms. Without such specific 
information it is difficult, if not impos- 
sible, to distinguish between those per- 
sons whose disease conditions conceiv- 
ably could be due to exposure to air 
pollution from persons whose disease 


conditions are due to other factors. 
In this same connection, the lack of 
knowledge as to what syndrome(s) ap- 
pears most pertinent for air-pollution 
health studies is a vexing problem for 
all researchers in this area. Therefore, 
although we know that an answer to 
this question is vital for the understand- 
ing of not only the Donora experience. 
but also of the relationship of air pol- 
lution to health in general, we find 
no way in which the analysis of the 
data now in our possession can pro- 
vide an answer. 
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A number of studies are described in which mortality is investigated in 


relation to air pollution. 


The possibilities, difficulties, and results are 


discussed so as to provide an over-all view of the present status of 


this aspect of the air pollution problem. 


MORTALITY STUDIES IN RELATION TO AIR POLLUTION 


John Rumford, M.A. 


ison gathered from acute epi- 
sodes indicated that high levels of 
air pollution can make people seriously 
ill and cause death. Considerably less 
is known, however, about the health 
effects of long-term exposure to so-called 
normal levels of air pollution. Defini- 
tive answers to this question are being 
sought in laboratories, in clinics, and 
in the field throughout the country. 
Laboratory and clinical research are 
inherently time consuming, expensive, 
and require basic hypotheses or “leads” 
from which to work. Hypotheses or 
“leads” may be gathered from actual 
morbidity or mortality experience in 
communities where air pollution is con- 
sidered a problem. Morbidity data are 
preferable; however, morbidity data 
suitable for air pollution work are ex- 
tremely difficult to obtain. Mortality 
data, on the other hand, are usually 
readily available in a convenient form. 

Studies of air pollution utilizing mor- 
tality data may be somewhat crude 
because mortality is the final result of 
it health, so that the certified cause 
may not reflect the pertinent contribu- 
tion of air pollution. In studying the 
subtle effects of an adverse environ- 
mental factor, such as chronic exposure 
to low concentration of air pollutants, 
mortality may not be a particularly sen- 
sitive indicator. Despite this handicap, 
however, studies of mortality do offer 
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a relatively simple and available ap- 
proach to search for relations between 
air pollution and health. This paper 
presents to interested investigators ex- 
amples of some methodological proce- 
dures which, though certainly not the 
only ones, offer means to utilize urban 
census, mortality, and other data rou- 
tinely collected by state or local agencies. 

Mortality-air pollution studies made 
by the Air Pollution Medical Program, 
Public Health Service, fall into two 
categories: (1) those concerned with 
intraarea variations in mortality using 
individual geographic units of an area, 
and (2) those dealing with temporal 
variations in mortality of a complete 
geographic unit. 

The intracity or intraarea investiga- 
tions are usually based on the assump- 
tion that if there is an association 
hetween manifestations of air pollution 
and mortality, then residents living in 
areas of high pollution should experi- 
ence higher mortality rates. Because 
polluted areas usually have other ad- 
verse environmental conditions present, 
the total socioeconomic complex of the 
area must be considered. 

The first step in preparing an analysis 
of this type is to subdivide the study 
area into components where population 
statistics can be obtained. Usually, this 
subdivision has been done by some 
agency in the area. Major units used 


are the census tract, the community 
area, the economic area, or the health 
district. The second step is to charac- 
terize these areas in terms of manifes- 
tations of air pollution as well as other 
factors, such as income, housing, educa- 
tion, racial composition, and others that 
are relevant. 

In order to establish comparisons 
between residential mortality and _resi- 
dential environmental factors, each pa- 
rameter must be characterized and gen- 
eralized. Mortality for any one year 
is of limited value. The problem is not 
one of specific mortality for a short 
period of time, but rather to determine 
the over-all long-term pattern of these 
parameters. To cope with this problem, 
we generally compute a three- or five- 
year mean mortality rate, standardize 
the rates by area, and compare these 
standardized mean mortality rates with 
the pattern presented by the environ- 
mental factors. Usually, environmental 
factors of the residential areas are some- 
what more stable than the mortality. 
Although absolute air pollution values 
vary from year to year, the areas which 
are high in air pollution usually remain 
consistently high, due to the stability of 
the pollution source. 

Once the areas are quantitatively 
characterized as to mortality, air pollu- 
tion, and socioeconomic conditions, the 
problem becomes one of determining 
which environmental factor is more 
closely associated with mortality varia- 
tion. Two examples illustrate the intra- 
area type of investigation. They utilize 
data which were obtained from Phila- 
delphia and Chicago. 

The Philadelphia Health District 
Study presents a model designed to de- 
termine health district variations in mor- 
tality, using causes previously found 
to be associated with air pollution epi- 
sodes, and to ascertain whether mor- 
tality variations are more closely asso- 
ciated with variations in air pollution 
or with other environmental variables. 
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Mortality by health district was tabu- 
lated by cause and age for the years 
1954 through 1956. In order to stand- 
ardize mortality differences for health 
district comparisons, a relative mortality 
index was computed for each cause. 
This method is described in detail by 
Woolsey in “Vital Statistics Rates in the 
U. S., 1900-1940." It was necessary to 
use the relative mortality index because 
estimates of population by age and 
by health district for 1954 through 
1956 were not available. 

The available air pollution data for 
Philadelphia were then analyzed. Un- 
fortunately, air pollution measurements 
were extremely limited. This was due 
to the fact that the air monitoring pro- 
gram in Philadelphia had not been in 
city-wide operation for enough time to 
accumulate a backlog of data. Dustfall 
for the year 1958 was the only aero- 
metric datum which was available for 
all ten health districts. As will be noted. 
dustfall and mortality are chronologi- 
cally dissimilar; it was therefore neces- 
sary to assume that relative dustfall 
variation for health districts remained 
geographically constant through time. 
Appropriate interpolations were made 
where necessary. These interpolations 
were based on the assumption that an 
average of the dustfall between two or 
more monitoring stations within or ad- 
jacent to each health district was the 
best available estimate of the relative 
dustfall for the entire district. Unfortu- 
nately, arbitrary decisions are necessary 
in computing the dustfall interpolations. 
The Air Pollution Engineering Program 
is currently conducting research to 
clarify this problem. As crude as these 
data were, the relative dustfall varia- 
tion among health districts agreed rea- 
sonably well with the general land use 
pattern for industrial and commercial 
air pollution sources in the city. 

Simple linear correlations were com- 
puted between dustfall and mortality 
from hypertensive, arteriosclerotic, and 
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chronic rheumatic heart diseases, other 
cardiac diseases, malignant neoplasms 
and tuberculosis of the respiratory tract, 
asthma, bronchitis, and pneumonia. Sig- 
nificant correlations were found between 
dustfall and pneumonia, tuberculosis, 
chronic rheumatic heart disease, other 
diseases of the heart, and arteriosclerotic 
heart disease. 

Because some of the foregoing dis- 
eases may be related to other adverse 
environmental conditions, a correlation 
matrix was computed for seven available 
environmental attributes which provide 
indexes of socioeconomic level in the 
health district. Four of these were 
found to be representative of the seven 
chosen. They were percentage of dwell- 
ings with more than 1.01 persons per 
room; percentage of persons with in- 
come less than $2,000; percentage f 
persons over 25 years old with |!..s 
than five years education; and_per- 
centage of nonwhite persons. 

Simple linear coefficients were com- 
puted between mortality for the five 
significant causes and the four socio- 
economic indexes. Of the 20 correla- 
tions, 17 were significant with nearly 
all socioeconomic indexes. The simul- 
taneous relationship between mortality, 
dustfall, and the socioeconomic variables 
were studied by two methods: graphi- 
cally, by use of scattergrams, and by 
multiple variate analysis, using partial 
and multiple regression. 

The preliminary results of the graphic 
and multiple correlation analysis sug- 
gested that variation in mortality for 
tuberculosis and “other diseases of the 
heart” were more closely associated with 
indexes of socioeconomic condition than 
with dustfall. Pneumonia and arterio- 
sclerotic heart disease were apparently 
equally influenced by variation in dust- 
fall and socioeconomic variables. Varia- 
tion in mortality from chronic rheu- 
matic heart disease was more strongly 
related to dustfall than to any of the 
indexes of socioeconomic condition which 
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were used. Such a relationship should 
be studied further to see whether there 
is a true association. Figure 1 indicates 
a summary of the results of the multiple 
correlation analysis. 

The second example of an intraarea 
type of study was done with data ob- 
tained from the city of Chicago. This 
was a pilot effort to develop and test 
methods applicable to microunits of a 
large metropolitan area. 

Three approaches and their results 
are presented. The first approach com- 
pared mortality variations among resi- 
dents who live in manufacturing and 
nonmanufacturing areas in Chicago. The 
second approach was to investigate the 
mortality experience among residents 
who live less than one mile, and one to 
two miles from a large integrated pri- 
mary metals plant. The third approach 
was to study residential mortality varia- 
tion in relation to prevalent wind direc- 
tion blowing from this source. 

Since residence within a_ particular 
census tract was of prime importance, 
the study population used in all three 
approaches comprised white females. 
This group would be expected to spend 
relatively much more time at the resi- 
dential address than males, and was 
least likely to have experienced occu- 
pation exposure, since approximately 50 
per cent were not in the reportable 
working force. The method employed to 
compare mortality variations among 
white female residents living in manu- 
facturing and nonmanufacturing com- 
munity areas was to match pairs of 
community areas by appropriate socio- 
economic variables and employment den- 
sities; number of employees per 
acre of land used for industries whose 
processes are inherently productive of 
air pollution such as metals, petroleum, 
coal, and the like. Of the 75 commu- 
nity areas in Chicago, only four pairs 
could be found which were similar with 
regard to such socioeconomic conditions 
as income, education, overcrowding. 
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Figure 1—The Contribution of Dustfall in Comparison to Four Socioeconomic 
Factors in Multiple Regression with Mortality for Health Districts in Philadelphia 


(1954-1956) 


dilapidated dwellings, and females in the 
working force, and were dissimilar only 
in employment density for the indus- 
tries mentioned in the foregoing. 

Mean standardized mortality rates 
(1953-1955) for diseases associated with 
air pollution episodes were computed 
for each pair. The direct method of 
age adjustment was used. The popula- 
tion base comprised the totality of white 
females in Chicago for 1950. 

The results of the manufacturing-non- 
manufacturing comparisons suggested 
that residents of nearly all manufactur- 
ing areas experienced higher mortality 
than residents in nonmanufacturing 
areas. This difference was greatest for 
cancer and tuberculosis of the respira- 
tory tract, chronic rheumatic and hyper- 
tensive heart disease, and other diseases 
of heart. Whether these differences were 
due solely to air pollution in manufact- 
uring districts is difficult to determine. 
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This study does suggest, however, that 
air pollution may be a factor in differ- 
ential mortality. Figure 2 indicates the 
results of this comparison. 

The second approach was to investi- 
gate mortality experience among resi- 
dents who live less than one mile, and 
one to two miles from a large primary 
metals plant. It was assumed that 
effluents originating from the suspect 
plant would produce their most toxic 
effect in residential areas immediately 
surrounding the plant. The linear dis- 
tance was restricted to two miles in 
order to avoid pollutant competition 
which may have originated from some 
other source. 

Mean white female mortality (1953- 
1955) from the previously indicated 
causes was tabulated and standardized 
by census tracts within the one and 
two mile limits. Census tracts whose 
boundaries were not confined to one 
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or the other area were disregarded. Two 
comparisons were made: the first com- 
pared mortality by distance. from the 
plant with no adjustment made for 
socioeconomic condition; the second 
compared mortality by census tracts 
which were socioeconomic equals. 

In both instances, the mortality ex- 
perience in census tracts less than one 
mile from the plant was over 30 per 
cent higher than mortality in census 
tracts one to two miles from the plant. 
These results are indicated in Figure 3. 

The third investigation which utilized 
mortality data from Chicago was to 
explore the possibility that prevalent 
winds blowing across the primary metals 
plant were influential in adversely affect- 
ing mortality:among white female resi- 
dents living in census tracts downwind 
and less than one mile from the plant. 

The frequencies of wind directions 
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were computed from 14 years of con- 
tinuous data from the Midway Airport. 
The assumption was made that all minor 
discrepancies would be removed by this 
volume of wind data. The residential 
areas surrounding the plant were sub- 
divided into quadrants. Criteria for the 
division were based on observed wind 
prevalence and equal distribution of 
area around the plant. Each area was 
characterized as to socioeconomic con- 
ditions; these were median income, di- 
lapidated dwellings, overcrowding, and 
median school years. 

Standardized white female mortality 
rates for the total nine general causes 
were combined and computed for each 
quadrant. The results indicated that 
standardized mortality rates were high- 
est for residents in the quadrants which 
were more frequently in the path of 
winds blowing across the plants. Socio- 
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Figure 2—Comparison of Standardized White Female Mortality Rates* for Matching 
Socioeconomic Pairs of Manufacturing and Nonmanufacturing Community Areas 


in Chicago (1953-1955) 
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Figure 3—A Comparison of Standardized Mean White Female Mortality Rates for 
Cardiorespiratory Diseases by Distance from a Primary Metals Plant in Chicago 


(1953-1955) 


economic conditions of the area appar- 
ently contributed little to the noted mor- 
tality variation. Figure 4 indicates the 
relationship beween mortality variation 
and wind frequencies. 

The second major category of investi- 
gation is the temporal study. The as- 
sumption involved in studies of this 
type is that mortality rates for select 
diseases associated with air pollution 
should increase or decrease with abnor- 
mal increases or decreases in actual 
measurements of air pollution, or with 
other manifestations of such pollution. 

Usually, cause-specific daily or weekly 
mortality is tabulated for a complete 
geographic unit, such as an entire city. 
It is preferable, however, for temporal 
mortality tabulations to be made in 
subdivisions of the geographic unit. The 
latter is preferred because sharp in- 
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creases in air pollution in a normally 
high pollution area will be of much 
greater consequence than an equally 
sharp increase in a normally low pollu- 
tion section. 

Air pollution data for this kind of 
study are extremely difficult to obtain. 
Consistent daily measurements of pollu- 
tion are required for several stations. 
Often it is possible to obtain data about 
weather factors, such as inversions, from 
which air pollution can be inferred. 
but in the present state of knowledge 
this is both dangerous and extremely 
difficult to handle. 

The methods used in temporal studies 
vary with the selected geographical and 
time units. If an entire city is used, 
sharp fluctuations (by sharp, I mean 
abnormal departures from the normal 
levels) in air pollution are graphically 
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plotted with mortality incidence. Along 
with air pollution levels, weather factors 
such as maximum and minimum air 
temperatures, rainfall, snowfall, hu- 
midity, and so forth, are plotted as 
third variables. The experience usually 
encountered is that positive fluctuations 
occur in all variables when certain air 
pollution threshold levels are reached. 
Therefore, one encounters the difficulty 
of determining which variable fluctuated 
more directly with mortality. 

An outstanding example of this was 
illustrated in New York City in 1956. 
During a four-day period in the month 
of October, an extensive high pressure 
air mass centering over New York City 
created extremely stagnant atmospheric 
conditions. During this time period 
sharp increases occurred in cardiovas- 
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cular mortality. The general consensus, 
at this time, indicated that extreme tem- 
perature was the cause of the noted 
excess mortality. 

In order to study the simultaneous 
relationship among the variables, daily 
cardiovascular mortality, dust count 
(one of the many air pollution measure- 
ments collected in New York City at 
this time), and maximum temperature 
were graphed. Figure 5 indicates the 
results. 

Immediately apparent is the marked 
peak in both maximum temperature and 
air pollution, particularly, the latter. 
Also apparent is the two-day lag be- 
tween temperature and mortality in con- 
trast to the simultaneous occurrence of 
the dust count peak and the mortality 
peak. 
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Figure 4—Summary Table by Residential Quadrant of Standardized White Female 
Mortality, Wind Frequencies Carrying Effluents to Area, and Socioeconomic Level of 
Areas Which Are 0 to 1 Mile from a Primary Metals Plant in Chicago (1953-1955) 
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Figure 5—Comparison of Daily Cardiovascular Mortality with Daily Average Measure- 
ments of Dust Count and Maximum Temperature for New York City, October, 1956 


The second example of a temporal 
study is the work being done with mor- 
tality data from several cities which 
have been involved in prolonged steel 
strikes. These studies are unique in 
that they investigate the possible asso- 
ciation between a decrease in air pollu- 
tion with a decrease in mortality. The 
basis for this investigation is the work 
being done by the sanitary engineers of 
the Public Health Service who are in 
the process of analyzing air pollution 
data in several primary steel-producing 
areas in order to determine if pollution 
levels are substantially below normal 
during recent steel strikes. The basic 
assumption in this investigation is that 
the number of deaths for causes pre- 
viously associated with air pollution 
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should be lower during a strike period 
than during a comparable nonstrike 
period. The results of this investigation 
should be ready for presentation in the 
near future. 

Admittedly, the investigations and 
their methodologies suffer from handi- 
caps. The populations in some cases 
were too small for significance tests of 
a small percentage effect; air pollution 
data were extremely limited. It is 
obvious also that there are numerous 
variables and conflicting factors in stud- 
ies of the type just presented. However. 
attempts are made to recognize the 
various complexities and to give them 
due consideration in evaluating the final 
significance of the investigations. In 
spite of the recognized reservations, the 
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MORTALITY STUDIES AND AIR POLLUTION 


Air Pollution Medical Program hopes economic condition, and population 


such studies will assist, guide, and stimu- _— afford local health departments one 
late air pollution-health studies. means of making simple, preliminary 

Investigations using readily available evaluations of the possible health effects 
data on air pollution, mortality, socio- of air pollution. 


Mr. Rumford is a public health analyst, Air Pollution Medical Program, 
Division of Special Services, Department of Health, Education, and Welfare, 
Washington, D. C. 

This paper was presented before a Joint Session of the Conference of 
Municipal Public Health Engineers, the Conference of State Sanitary Engineers, 
and the Engineering and Sanitation, Occupational Health, and Statistics Sections 
of the American Public Health Association at the Eighty-Seventh Annual Meet- 
ing in Atlantic City, N. J., October 22, 1959. 


Orthopsychiatric Group to Meet 


The American Orthopsychiatric Association will convene for its 38th annual 
meeting at the Hotel Statler-Hilton, New York City, March 22-25, 1961. 

Rene Dubos, Ph.D., professor at the Rockefeller Institute, will address a presi- 
dential session on problems of biological adaptations of children to modern society. 
William S. Langford, M.D., professor of psychiatry at Columbia University College 
of Physicians and Surgeons, wil! deliver the presidential address on adaptation of 
the child in the pediatric hospital to illness and hospitalization. Other conference 
topics to be covered include: Contributions of Public Health to Community Mental 
Health Programming (Joint workshop of the American Orthopsychiatric Association 
and the Mental Health Section of the American Public Health Association) ; Com- 
munity Organization Function of the Community Mental Health Center; Public 
Mental Health Practices: Implications for Aid to Dependent Children Program; and 
State Staff Assistance to Local Mental Health Units. 

Further information from Marion F. Langer, Ph.D., Executive Secretary, 
American Orthopsychiatric Association, 1790 Broadway, New York 19, N. Y. 
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Control of air pollution is increasingly the avowed aim of numerous 


American communities. 


discussed in the paper presented here. 


Various problems and considerations are 


Most important, however, 


is that the goal can to a large extent be achieved and that it 


provides benefits that are not only economic or esthetic. 


AIR POLLUTION CONTROL IN URBAN PLANNING 


Lee Schreibeis, Jr.. B.S.C.E.. M.P.H.; John J. Grove, M.A.; 


Dr.P.H., F.A.P.H.A. 


ey city of Pittsburgh and the county 
of Allegheny have learned that air 
pollution control is a decisive factor in 
community planning. Pittsburgh’s his- 
tory is a parallel story of success and 
defeat. Built on vast soft coal fields 
and favored by location, climate, and 
navigable rivers, nineteenth century 
Pittsburgh grew rapidly into the coal, 
iron, and steel capital of the world. It 
was the center of a booming industrial 
region, a rewarding city for capital 
investment and a good workingman’s 
town. 

At the same time Pittsburgh was be- 
coming deeply scarred with age and 
blight. Thick smogs hung almost con- 
tinually over its deep river valleys, 
giving it world-wide notoriety as “The 
Smoky City.” Sprawling slums sur- 
rounded the mills and clung to adjoin- 
ing slopes. Streets and other public 
services were inadequate, and _ recrea- 
tional and cultural opportunities limited. 
In this dark and unattractive Steel City, 
civic pride was almost unknown. 

By 1940 the symptoms of decay were 
obvious, indicating serious threat to the 
economic future of the Pittsburgh re- 
Because of the unpleasant envi- 
ronment, industrial corporations were 


gion. 
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having great difficulty securing and re- 
taining managerial and scientific per- 
sonnel. Housewives were aggravated 
by the constant battle against smog and 
grit. Businessmen faced mounting ex- 
penses in replacing smog-soiled goods. 
in maintaining blackened buildings, and 
in keeping lights on in midday. Finan- 
ciers regarded Pittsburgh as a poor city 
for investment, and it appeared that 
the city and region faced a steady and 
inevitable Fortunately, civic 
and political leaders began a vigorous 
long-range program to reverse the back- 
ward drift and to revitalize the entire 
community. 

Although the Pittsburgh area suffered 
from many ills, it was universally agreed 
that its most important civic problem 
was smoke. Unless the skies 
cleared of their heavy and depressing 
pollution, it hardly mattered whether 
any other improvements were made or 
not. This was by no means a new 
idea in 1940. For nearly 150 years 
Pittsburgh had hoped to reduce smoke 
and, since 1892, the city had smoke 
control laws on its books. But little 
real success had been achieved. for it 
was commonly accepted that “smoke 
means prosperity” and that air pollution 


decline. 


were 
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is a necessary evil in an industrial com- 
munity. 

In 1941 a new movement to reduce 
smoke resulted in the enactment of a 
revised and substantially improved ordi- 
nance. But enforcement was postponed 
because of the war emergency. How- 
ever, by the closing years of World 
War II, the business and _ political 
leaders gave their cooperation to the 
restoration of the Pittsburgh area; the 
general public supported the program; 
and technical advances made major 
changes feasible. 

The Allegheny Conference on Com- 
munity Development was formed as a 
privately financed, nonpartisan citizen 
organization to spearhead a broad im- 
program. In the fall of 
1915 the United Smoke Council became 
an action committee of the Allegheny 
Conference. Soon an all-out campaign 
was under way to enforce the ordinance 
of 1941 and to rid Pittsburgh of its 
black smogs. Industry was 
brought under the antismoke law first 
on October 1, 1946, and a year later 
the provisions were extended to private 
homes within the city limits. 


provement 


gloomy 


Shortly after Pittsburgh’s antipollu- 
tion program began, a new campaign 
was started to extend the benefits of 
cleaner air to surrounding Allegheny 
County. Enabling legislation was ob- 
tained in 1947 from the State Legisla- 
ture. A Smoke Control Advisory Com- 
mittee, composed of scientists, business- 
men, labor representatives, and private 
citizens, was appointed to draft an ordi- 
nance for county areas outside of Pitts- 
burgh. When the law was enacted 18 
months later, all of Allegheny County 
was on its way to achieving one of the 
most successful air cleaning programs 
in municipal history. Today a unified 
county-wide smoke control program is 
administered and enforced by the Alle- 
gheny County Health Department. 

Elimination of smoke has proved to 
be the foundation for a dramatic. re- 
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gion-wide redevelopment program. Con- 
sider the stimulation to civic morale 
which goes with the climb from a dirty 
and degraded city to one that is a 
leader in this field. Pittsburghers are 
now proud of their city and can be 
more confident of their ability to attack 
other major problems of urban renewal. 

Much has been accomplished in air 
pollution control but, of course, these 
gains have to be maintained. Continu- 
ing public and industrial support, as 
well as further technological advance, 
are required if the gains are to be 
extended to air pollutants other than 
smoke. These other pollutants present 
additional problems, which may make 
it more difficult to obtain the degree of 
air cleaning that will be required. Plan- 
ning for the next stages of advance in 
air pollution control will require more 
accurate appraisal of the kind, quantity, 
and source of the various pollutants; 
better technics for control at the source; 
and precise, enforceable control meas- 
ures in proper legal form as ordinances. 


Air Pollution Sources 


One of the most common public mis- 
conceptions about air pollution is the 
significance of various sources. Here 
appearances are often deceiving. Many 
times the public points at large visible 
sources of smoke from manufacturing 
plants and says by implication: “If that 
pollution were stopped, our discomfort 
would be resolved.” The facts do not 
support this general approach. True, 
industrial sources are extremely im- 
portant, but they are only a part of 
the over-all problem. Today, increasingly 
reliable estimates indicate the contri- 
bution made by various sources. 

Sources can be classified in several 
ways, but to simplify these considera- 
tions, two broad categories are sug- 
gested: 

1. Industrial. which includes manufacturing, 
service, and transportation industries; and 
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2. Public Activities, which include auto- 
mobile operation, home heating and domestic 
fuel consumption, back yard burning, and 
other similar actions. 


The first category, in general, repre- 
sents smaller numbers of larger single 
sources (Industrial), while the second 
comprises larger numbers of small 
sources (Public Activities). It is now 
recognized that both types of sources 
contribute significantly to atmospheric 
contamination and that both should, 
therefore, contribute toward reducing 
their emissions. Plans need to include 
such recognition of the sources. 

It is increasingly evident that general 
public activities, such as automobile 
usage, home heating, and back yard 
refuse burning, are extremely important 
sources of various particulate, gaseous, 
and vaporous air pollutants in our 
metropolitan areas. 

For example, R. S. Scorer,' an Eng- 
lish author, concluded that home heat- 
ing and automobile and truck use were 
responsible for 90.5 per cent of the 
$750 million per year damages esti- 
mated to occur in Great Britain. Rail- 
ways, he reported, are causing an esti- 
mated 4.0 per cent of the total damage, 
and these were followed by the lesser 
contributions of industrial sources with 
2.8 per cent, and electrical generating 
stations with 0.3 per cent. These esti- 
mates cannot, of course, be applied 
directly to Pittsburgh or other American 
communities. However, the report dem- 
onstrates the need for caution in point- 
ing to the industrial source as the prin- 
cipal offender. 

Investigators of the Los Angeles air 
pollution condition have reported that 
organic vapor emissions from automo- 
biles amounted to approximately 1,200 
tons per day in 1955. This, alone, was 
estimated to be 60 per cent of the total 
organic vapor emissions. These vapors 
are important in Los Angeles because, 
in the presence of other contaminants 
and sunlight, they form oxidizing sub- 
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stances causing eye irritation and pos- 
sibly other effects. Recent tests indicate 
this now also may be a problem in the 
Pittsburgh area. 

Each community is likely to have 
peculiar or unique sources but, in gen- 
eral, the contaminants of greatest sig- 
nificance are: 

1. Particulate matter of both small and 
large sizes 

2. Sulfur dioxide and trioxide 
. Hydrogen sulfide 
. Oxidants 
. Oxides of nitrogen 
6. Organic vapors 
7. Miscellaneous other specific substances 


we 


In the Pittsburgh Ordinance, adopted 
in 1941, and the Allegheny County 
Ordinance, adopted in 1919, individual 
home owners were required to burn 
so-called “smokeless fuels” unless using 
mechanical solid fuel-burning equip- 
ment. Residents were also prohibited 
from burning rubbish or other materials 
in the open air. Various industries and 
the railroad and river transportation 
operations were also required to meet 
specific emission standards. The great 
reduction in smoke pollution in Pitts- 
burgh from 1946 to 1959 is shown in 
Figure 1. This was due primarily to 
the individual home owner or tenant 
and the railroad and river transporta- 
tion operations. The individual shifted 
from coal to gas in home heating, water 
heating, and so forth. The transporta- 
tion industries also shifted from coal 
fuel to oil-burning diesels. 

In the case of domestic operations 
in 1946, there were an estimated 80 
per cent of 300,000 dwelling units em- 
ploying coal for fuel. Today, by re- 
liable estimates, there are 9 per cent 
of 400,000 dwellings using coal. This 
amounts to a reduction from 240,000 
to 36,000 coal-burning units (85 per 
cent) in 13 years. 

The conversion figures for the rail- 
road and river traffic are even more 


dramatic. All locomotives boats 
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have been dieselized. This results in 
about a hundredfold reduction in the 
emission of cinders, fly ash, and smoke 
per unit. Table 1 shows the dustfall 
reduction in Pittsburgh since 1939-1940. 
Of course, many sources other than 
locomotives and boats contributed to 
this reduction but their improvement 
was unquestionably most important. 
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Fuels and Consumption Rates 


The type of fuel consumed has an 
important bearing on the magnitude 
of the pollution problem as the fore- 
going section indicated. The amount 
of ash in fuels will be a direct indi- 
cator of the potential dust or fly ash 
pollution that can be expected. Coal 


Figure 1—Smoke Reduction Based on U. S. Weather Bureau Visibility Observations, 


Pittsburgh, Pa., 1946-1958 
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Table 1—Insoluble Dustfall Settling 
Rates for Six Locations in Pittsburgh 
Concentrations Expressed in Tons per 
Square Mile per Month 


Range of Average 
Lowest to of Six 

Year Highest Rate Locations 
1939-1940 32.6 to 97.0 58.6 
1948 33.8 to 79.0 51.5 


1958 22.0 to 39.0 30.5 


fuels will usually have ash contents 
ranging from 5 to 20 per cent or higher. 
Oil fuels of even the lowest prices do 
not contain much more than 0.10 per 
cent ash. Natural gas and other gas 
fuels contain infinitesimal amounts of 
ash solids. 

Other impurities, principally sulfur, 
occur in varying amounts in different 
fuels. Coal and oil may contain up to 
5 per cent sulfur, but natural and other 
domestic gas supplies contain minute 
amounts, if any, of sulfur. Table 2 
shows the fuel consumption by type in 
the United States and Pennsylvania for 
the periods 1946 and 1954. The trend 
has been toward oil and gas fuels. Note 
the much higher coal percentages con- 
sumed in Pennsylvania, the largest coal- 
producing state. However, Pennsyl- 
vania is also moving toward increased 
consumption of oil and gas and a 
decrease in total coal consumption. 

In 1946, at the start of the smoke 
abatement program, fuel consumption in 
Allegheny County was equivalent to 17.7 
million tons of coal. In 1954, the con- 
sumption amounted to the equivalent 
of 20.1 million tons, but the type of 
fuel had changed considerably, as indi- 
cated by Table 2. Thus, despite an 
increase in fuel consumption, con- 
current change in type of fuel con- 
sumed resulted in large reductions in 
smoke and dustfall. This difference 
emphasizes the importance of the type 
of fuel used. Incidentally, such a 
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change makes it more difficult to assess 
the effect of control activities by a 
governmental agency. This Pittsburgh 
experience demonstrates, however, that 
increased population, increased indus- 
trial activity, and associated increases 
in all types of public activity can occur 
without increasing air pollution. 


Economic Considerations 


Costs are as important in air pollution 
control as in water supply, sewage treat- 
ment, or any other environmental fa- 
cility. Where air contaminants may 
affect the health of the public, the cost 
of controlling the operation and equip- 
ment is secondary to achieving an effec- 
tive solution. However, air pollution 
effects are most frequently productive 
of nuisance and personal irritation or 
property damage. 

In such cases there appears to be 
some latitude in discussing costs of con- 
trol as well as costs of the irritation 
and nuisance. What costs are involved 
for the housewife who must clean 
porches and outdoor furniture daily 
instead of weekly? What value can be 
placed on the depression produced in 
people by the appearance of grime and 
soot on windows, walls, and automobiles 
within short periods after cleaning? 
How much is one abused by a stinking 
slaughterhouse, rendering plant, and 
chemical or other industrial operation ? 
These questions cannot be answered in 
exact dollar values. On the other hand 
the cost of controlling specific sources 
can be calculated accurately. For ex- 
ample, in Allegheny County domestic 
conversion from high volatile to ap- 
proved fuels costs at least $3.25 more 
per ton at the present time. It is esti- 
mated that the average dwelling unit 
in this area uses seven tons of coal 
per year for heating purposes. Thus. 
domestic coal fuel users must spend 
approximately $22.75 per year for air 
pollution abatement. 
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Industrial pollution sources are so 
numerous that many, many examples 
could be cited of costs involved. The 
open hearth furnaces are among the 
costliest units to provide with collection 
equipment. Such equipment installed 
recently in the Pittsburgh area was re- 
ported to cost approximately $600,000 
per furnace. Twelve open hearths out of 
102 furnaces in the county have been 
so equipped. The operating costs of 
the collection equipment have been esti- 
mated at $100,000 per furnace per 
year. These costs are impressive, es- 
pecially when, as at present, there is 
no value in the dust and fumes col- 
lected by the control devices. Further- 
more, subsequent final disposition of the 
removed dust may be a further eco- 
nomic and refuse disposal problem. 

In turning to enforcement by law, 
it is important to recognize clearly that 
no one approves or condones air pollu- 
tion. The public, industrial manage- 
ment, and all other community groups 
are concerned and anxious to have clean 
air, free from health hazards. Unfor- 
tunately, the costs of control are con- 
siderable, whether for the individual 
home owner or for industry. Also, the 
damage caused by individual operations 
is not always demonstrable. Frequently, 
several or many sources may combine 
to produce an objectionable effect in 
the community. If one industry pro- 
ceeds to install control equipment, but 
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finds neighbors and competitors not 
following their example, the program 
of self-initiated pollution abatement is 
apt to end abruptly. The foregoing 
considerations point to the need for 
governmental action in adopting and 
enforcing equitable and effective gen- 
eral and community-wide control regu- 
lations. 


The Air Pollution Code 


Model smoke control codes have been 
developed by the American Society of 
Mechanical Engineers (ASME). the 
Coal Producers’ Committee for Smoke 
Abatement (CPCSA), and the National 
Institute of Municipal Law Officers 
(NIMLO). Each of these model codes 
contains similar provisions and the most 
recent one, published by the ASME in 
1948, has been used by many govern- 
mental agencies as a guide to develop- 
ing and enacting a local ordinance. The 
ASME has appointed a new committee 
to consider amendments to the 1948 
model code in the light of the great 
strides made in air pollution control 
in the past 11 years. 

The sections of a code which deal 
with prohibitions are a measure of the 
intention to improve the air quality. In 
them are established emission limits and 
other standards which operators of pol- 
lution sources must satisfy. The con- 
taminants for which standards are 


Table 2—Type of Energy Consumption by Percentages in the United 
States and Pennsylvania During 1946 and 1954 


Pennsylvania 


Coal 68.0 
Bituminous (48.5) 
Anthracite (19.5) 

Oil 23.4 

Gas y 


Water power 1.4 
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1954 

United ‘ United 

States Pennsylvania States 
47.9 52.2 29.3 
— (41.6) 
(10.6) — 
31.9 32.9 41.8 
16.0 14.1 25.0 
4.2 0.8 3.9 
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Table 3—Permissible Solid Emission Rates Given in Smoke and Air 
Pollution Control Ordinances 


Permissible Emission 
Rate in Lb of 


Solids/1,000 Lb Required Collection 


Ordinance Date of Gases* Efficiency Per cent 
Allegheny County, Pa. 1954 0.65 85 
ASME 1948 0.85 85 
Cleveland, Ohio 1949 1.45 Not stated 
Richmond, Va. 1947 2.0 Not stated 
Cumberland, Md. 1947 2.5 Not stated 


usually set include: (1) smoke; and (2) 
other solids described as either dust. 
fume, fly ash, cinders, or particulates. 
General prohibitions are also included 
in most ordinances. They prohibit cre- 
ation of a nuisance to any person or a 
detriment to the property of others by 
the discharge of soot, gases, vapors, 
acids, or odors. 

Existing local codes exhibit a wide 
variation in the permissible smoke emis- 
In 82 ordinances examined by 
F. Ll. Seamens,* he reported a range of 
14 different classifications of permissible 
smoke discharges. Ordinances of St. 
Louis. Syracuse, Montreal, Pitts- 
burgh have the most stringent smoke 
emission requirements. Some ordinances. 


sions. 


however, only prohibited dense smoke 
but did not define the meaning of 
“dense.” 

There is also a wide variation in the 
permissible solids discharge rate in ex- 
isting ordinances. Table 3 presents the 
present range for fuel-burning equip- 
ment. 

Difficulty in achieving a satisfactory 
level of air pollution control can be 
considerable even though regulations may 
be stringent. In Allegheny County there 
is a town in which two large coal-con- 
suming plants are operating in compli- 
ance with the provisions of the ordi- 
nance. Their collection efficiencies are 
actually 90 per cent and the emission 
rate is well below 0.65 lb per 1,000 Ib. 
Yet people in the community justifiably 
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complain at times of the fly ash from 
these plants. It is the type of dilemma 
for which a solution cannot easily be 
found. 

In addition to these solid emission 
limits, the more recent trend in devel- 
oping the terms of an ordinance speci- 
fies permissible emission rates for cer- 
tain types of process equipment. This 
is based on the concept that emission 
product characteristics as well as the 
ability to control the emission must be 
considered. In the Allegheny County 
Code, for example. the following emis- 
sion limits are found, as shown in 
Table 4. 

Another new 
content is to include requirements di- 
rected at the problem areas. For ex- 
ample, some codes have prohibitions 
dealing with specific industries, such as 
rendering plants, dry-cleaning, launder- 
ing. spray painting, or asphalt plant 
operations. Los Angeles and San Ber- 
nardino Counties have limitations on 
the sulfur compounds emitted from any 
combustion process, and Los Angeles 
has recently limited the sulfur content 
of fuels used during certain critical 
periods. As we gain experience and 
knowledge. control and abatement stand- 
ards are constantly being increased. 


concept in ordinance 


Conclusion 


In conclusion, | want to emphasize 
that the elimination of smoke is much 
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Table 4—Permissible Dust Emission Rates for Specific Equipment 
Allegheny County, Pa., Smoke Control Ordinance 


Process Equipment 


Permissible Emission Rate 
Lb of Solids/1,000 Lb of Gases 


Incinerators 0.20 1 
Heating and reheating furnaces 0.30 4 
Blast furnaces 0.40 
Cupolas 0.50 


Open hearths, bessemers, electric fur- 
naces, coke ovens, sintering plants, 
and nonferrous foundries 


more than a_ pleasant esthetic goal. 
Dense smoke and smog are barriers 
against all forms of community progress. 
No one wants to live in a dirty, grimy, 
choking environment, and all who can 
will leave. Industry itself will leave, if 
possible, because it cannot retain man- 
agement personnel, scientists, or workers 
in gloomy and depressed neighborhoods. 

Conversely, the achievement of air 
pollution control is an inspiration to 
private citizens, businessmen, and politi- 
cal leaders alike. In Pittsburgh and 
Allegheny County smoke control is a 
major civic achievement. Not only is 
the air cleaner, but so also is the city 
itself. Millions of dollars have recently 
been spent to clean buildings once there 
was assurance that buildings would re- 
main clean for a reasonable period of 
time. 

At the western tip of the Golden 
Triangle financial district, 60 acres of 
blight have been replaced by a 36-acre 
park and a commercial district of seven 
new buildings in a park-like setting— 


No limitations. Operators must con- 
duct research to determine control 
methods. 


town, with the Aluminum Company of 
America Building on one side and the 
}l-story Mellon-United States Steel 
Headquarters Building on the other. 
Nearby, 95 acres of former slums are 
being redeveloped with fine cultural, 
residential, and commercial structures. 
Similar advances have been made in 
flood control, highway construction, edu- 
cational and cultural fields, parks and 
recreation, and other vital facets of 
community life. The direct rewards of 
smoke elimination are great, and the 
indirect rewards can be almost incal- 
culable in value. Among them can be 
the restoration of civic pride, courage, 
and determination — the fundamental 
qualities on which all community prog- 


ress rests. 
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While the preceding papers have been concerned with the nature and 


consequences of pollution, and with planning for control, this 


contribution offers guidelines for those concerned with air 
pollution legislation, specifically at the state level. The 


guiding principles are presented clearly and usefully. 


GUIDING PRINCIPLES FOR STATE AIR 


POLLUTION LEGISLATION 


Frank Tetzlaff, P.E.. F.A.P.H.A.; Samuel M. Rogers, M.S.P.H.; and Sidney Edelman, LL.B. 


HE AIR supply of our communities 

has been shown to be limited in its 
capacity to serve as a receptor for 
air-borne waste products. We now rec- 
ognize it as a limited resource, and it 
is now known that abuse of our air 
supply can have harmful effects on 
health, comfort, and property. Air pollu- 
tion control efforts, therefore, are now 
beginning to be based on the premise 
that no one has the right to use the 
atmosphere as a receptor of wastes in 
a manner which will adversely affect the 
health, comfort. or property of others. 
It is recognized too that economic, 
social, and technical factors are con- 
cerned in air pollution control efforts 
and must be considered in the applica- 
tion of controls and in the appropriate 
modification of such controls. 

Since the end of World War II, the 
increasing interest in the conservation 
of our air resource has been reflected 
to some extent by the development of 
state legislation. Within the last decade. 
more than 20 states have modified or 
adopted new legislation on air pollu- 
tion, and a total of 28 states now have 
such legislation. Legislative activity at 
the local level has also increased during 


this period, and at the national level. 
Congress has enacted legislation provid- 
ing for the Public Health Service pro- 
gram of research and technical assist- 
ance in air pollution.’ 

It is generally accepted that responsi- 
bility for administration of a program 
for the prevention and abatement of 
air pollution should be at that level 
of government capable of dealing with 
the problem in its entirety. While this 
may indicate the desirability of air 
pollution control programs at a_ local 
or regional level, due consideration 
should also be given to the role of 
the state. It is essential that jurisdic- 
tional boundaries be established coin- 
cidental with natural geographical and 
topographical features which may affect 
air pollution conditions in any local 
area. 

The goal of air pollution legislation 
should be to maintain a_ reasonable 
degree of purity of our air resources 
consistent with: 


a. public health and welfare 

b. protection of plant and animal life 

c. protection of physical property 

d. visibility requirements for safe air and 
ground transportation 
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e. continued economic development and 
growth 

f. maintenance of an esthetically acceptable 
environment. 


In programs at all levels of govern- 
ment, control can be most effectively 
brought about only by legislation which 
is reasonable and based on technically- 
substantiated criteria, which provides 
adequate flexibility, and yet is reason- 
ably specific to meet the needs of the 
area under consideration. It should 
he adapted to the structure prac- 
tices of the government of the state 
or community. The legislation should 
clearly establish its scope, specifically 
assign responsibility, and scrupulously 
avoid technical details, but set up instead 
the procedure by which such details are 
worked out, implemented, and revised 
to meet changing conditions. In_ this 
way a high degree of flexibility can be 
attained. 

State air pollution control activity has 
developed traditionally from the au- 
thority of health departments to pre- 
serve public health. On the local gov- 
ernment level, however, air pollution 
control authority has been vested in a 
variety of agencies, including health, 
building, fire, public safety, and other 
departments as well as air pollution 
control departments. 

Early state statutes frequently pro- 
vided an administrative approach which 
was largely negative in character. That 
is, when a particular activity was found 
to cause air pollution the administrative 
agency was authorized to take steps to 
abate such pollution. Newer legislation 
shows a shift in emphasis from the 
abatement of existing air pollution to 
control through prevention. 

Sufficient research and painstaking 
legal drafting effort to meet a common 
problem undoubtedly would result in 
statutes having considerable similarity. 
Some degree of uniformity is justifiable 
and even desirable. In the field of air 
pollution, however, perhaps more than 
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in any other problem of the environ- 
ment, the causes of air pollution and 
the topographic, meteorologic, economic, 
social, and health factors provide such 
a wide range of variables that a variety 
of statutory approaches is inevitable. 

A review of existing state air pollu- 
tion legislation reveals that certain prin- 
ciples appear to be basic for the devel- 
opment of such legislation. While these 
guiding principles pertain principally to 
state-level legislation, they may also be 
applicable, with suitable modification, 
to local and regional legislation. They 
may be useful to state, regional, and 
local authorities in appraising their air 
pollution statutes and evaluating them 
in terms of their actual air pollution 
problems and the present status of 
technical knowledge. In this connec- 
tion it is well to recognize the need to 
facilitate home rule and thereby pro- 
vide greater flexibility in meeting local 
problems. Similarly, the regional ap- 
proach merits consideration where the 
use of traditional municipal corporate 
or county lines creates extraordinary 
complications when an effort is made 
to develop an integrated air pollution 
program for a metropolitan area. These 
principles may be described as follows 
without attempting to describe the steps 
to be taken in the actual preparation 
of state or local regulations for the con- 
trol of air pollution, since these have 
heen well described elsewhere.* 


A. Definitions 


A definition section is an integral part 
of a comprehensive air pollution statute. 
This section is important in the adminis- 
tration and interpretation of the statute. 
Unduly restrictive or vague definitions 
should be avoided. It is desirable that 
the definitions be limited to special or 
new terms or special use of common 
words. There is no obvious need to 
include definitions of a large number 
of scientific terms that are widely used 
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and accepted in scientific circles. The 
definition of the term “air pollution” 
is the most important one in a statute 
and should be broad enough so that 
control efforts will protect all the air 
resources of the state. “Air pollution” 
may be defined as the presence in the 
outdoor atmosphere of one or more air 
contaminants or combinations thereof in 
such quantities and of such duration 
that they are or may tend to be in- 
jurious to human, plant, or animal 
life, or property, or unreasonably inter- 
fere with the comfortable enjoyment of 
life or property, or the conduct of busi- 
ness. This language makes it unneces- 
sary to show that life or property 
already have been injured or that their 
comfortable enjoyment already has been 
unreasonably disturbed, so long as the 
pollution situation is generally known to 
effect those results. The definition en- 
compasses the preventive and abatement 
aspects. Similarly, the definition of 
“person” should not be restrictive, but 
should include the state, any munici- 
pality, county, public or private corpora- 
tion, partnerships, firm, or other entity 
or individual. 


B. Administrative Agency 


The administrative aspect is probably 
the key to the entire act, since it spells 
out the means by which the act will 
be rendered effective. It is in this 
area that the greatest variations between 
states and communities might be ex- 
pected to occur. 

1. In legislation which would author- 
ize a state-wide air pollution control 
program, it is essential that there be a 
specific designation of an agency re- 
sponsible for the administration of the 
program. The problems of air pollution 
control other than 
health. Consequently, the agency estab- 
lished or designated to administer the 
program should be so constituted as to 
take into account the interests and 


concern interests 
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views of all affected groups, in addi- 
tion to public health considerations. 

Some states which have recently en- 
acted air pollution control legislation 
have entrusted its administration to a 
board or authority, in the state health 
department, representative of the inter- 
ests considered to be affected. Such 
boards are sometimes made up of repre- 
sentatives of various departments of the 
state government, sometimes of citizens 
from outside the government, and more 
frequently, of a combination of the 
two.’ The adoption of this procedure 
has the advantage of facilitating repre- 
sentation of affected interests in the 
agency. These bodies, among other 
activities, may promulgate codes, rules. 
and regulations which are enforced by 
the state health department or by the 
hody itself. 

It may be considered desirable to 
vest responsibility for the program in 
a single administrator, such as the state 
health officer.* If this is done, it would 
seem advisable to provide representa- 
tion of affected interests through an 
advisory council. It is desirable, re- 
gardless of the type of administrative 
agency. that the creation and organiza- 
tion of an advisory council should be 
included in the legislation. Because 
the council will have technical advisory 
responsibilities, it is best that its duties 
be defined in broad terms in the legisla- 
tion. More specific description of the 
duties can be developed in the regula- 
tions if deemed necessary. 

A procedure should be established for 
appealing administrative orders or ask- 
ing relief from regulations deemed too 
restrictive. The constitution and au- 
thority of the appeal board should be 
stated and provision should also be 
made for appeal from any final order or 
other final determination of the agency 
to a court of competent jurisdiction. 

Where a state air pollution control 
agency is to be established in an exist- 
ing department, it is obviously desirable 
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that it be placed in a department having 
competency in terms of experience, per- 
sonnel, and facilities. 

2. Many of the acts confer on the 
air pollution control agency concerned 
the requisite administrative powers to 
carry out its responsibilities. Thus, the 
agency is empowered to hold hearings, 
subpoena witnesses, enforce its sub- 
poenas, administer oaths, examine plans 
and specifications, require the keeping 
of records and making of reports, pro- 
mulgate rules and regulations, and enter 
on property at reasonable times for 
purposes of inspection and investigation. 
Procedures of entry and inspection must 
be described fully. The right of inspec- 
tion is essential, but inspection pro- 
reasonable as 


cedures should he as 


possible. 


C. Air Classification—Air Quality 
Standards 


Some state air pollution control agen- 
cies are authorized to divide the state 
into areas according to prevailing land 
use with standards of air quality for the 
designated areas being set in accordance 
with such use.* 
and establishment of standards are con- 
sidered by some authorities to be essen- 
tial elements of any comprehensive pro- 
gram of this type. In other cases the 
agency may be given broad authority to 
develop and publish standards for the 
quality of the air. Such standards are 
expected to reflect the relationship be- 
tween the intensity and composition of 
air pollution and its effect on health, 
including irritation to the senses, and 
comfort of human beings, as well as 
damage to plant and animal life and 
property, and interference with  visi- 
bility. 

The classification of areas and the 
promulgation of limitations 
have a definite legal effect and their 


Classification of areas 


emission 


violation is made unlawful; conversely. 


discharges which comply with such 
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classification standards are not pollution 
within the meaning of the statute. In 
view of the number of persons affected 
by classifications and standards, the 
statutes usually require that their adop- 
tion be preceded by a public hearing 
open to all residents of the areas af- 
fected, and that adequate notice be 
given. Such statutes also provide that 
in the classification of areas, and the 
establishment of standards, the admin- 
istrative agency would be guided by the 
principle of constantly seeking to im- 
prove the air quality to the maximum 
extent practicable. 

Many of the state air pollution 
statutes, other than the type concerned 
with technical assistance and research, 
give the responsible agency the power 
to promulgate implementing rules and 
regulations for the prevention and abate- 
ment of air pollution. In this connec- 
tion, the enforcement powers are not 
usually held in abeyance until such 
action can be completed. All states have 
some procedural requirements to be ob- 
served in the promulgation of rules 
and regulations. In a growing number 
of states, largely due to the influence 
of the provisions of the Federal Admin- 
istrative Procedure Act, statutes have 
heen adopted establishing certain pro- 
cedures prior to adoption of regulations 
by state agencies. Occasionally, the 
statutes may provide exceptions to these 
procedures in cases of emergency which 
may involve the public health, safety. 
or general welfare. 

Standards, codes, rules, and regula- 
tions governing the emission of air pol- 
lutants should be based on technically 
accepted criteria. The setting of these 
standards requires also that considera- 
tion be given to local conditions. such 
as topography, meteorology, industrial 
development, degree of urbanization, 
esthetics, and land use planning. Per- 
missible levels of air contaminants 
should be approached with due consid- 
eration to the desires of the area and 
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the economics involved, especially where 
health effects are not clearly indicated. 


D. Permits—Registration 


A permit system provides a technic 
for the control of air pollution under 
which prior agency approval of plans, 
specifications, and other data for new 
construction or alterations is required. 
Approval is given only if the controls 
to be provided are, in the judgment of 
the agency, adequate to meet the re- 
quirements on the emission of air 
pollutants. 

Such approval does not, of course, 
necessarily guarantee that the completed 
installation will be efficiently operated 
or that it will perform in accordance 
with its design specifications. 

There are some, however, who prefer 
a procedure which requires registration 
of all sources of regular or anticipated 
emissions above some minimum size. It 
should be recognized that a permit pro- 
gram does involve an administrative 
responsibility of considerable magnitude. 
The proponents of a registration pro- 
gram believe that knowledge of loca- 
tion and nature of sources of air pollu- 
tion, with opportunity to inspect, will 
provide as good a foundation for control 
as a permit program. It is further 
claimed that the only advantage of per- 
mits over registration is that abatement 
is simpler by withdrawal of the permit 
than by petitioning a court for an in- 
junction, an advantage which to some is 
counterbalanced by the administrative 
burden of equipment approval. The pos- 
sible combined use of permit and regis- 
tration systems might, in certain cases, 
prove desirable. 


E. Enforcement 


Statutes now in effect provide a 
variety of methods for proceeding 
against any alleged pollutor. It is made 
unlawful to cause any pollution of the 
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air in the area of jurisdiction in terms 
of the definition of air pollution, or to 
violate any order issued by the agency, 
including an order classifying areas of 
the jurisdiction or establishing limita- 
tions on emission of air pollutants. In 
some cases, air pollution is declared 
to be a public nuisance and is there- 
fore subject to abatement in accordance 
with the practice for abatement of nui- 
sances., 

In this connection, the concept is 
being more generally accepted that the 
police power of the state and properly 
authorized local government extends to 
the regulation of air pollution no matter 
whether the condition constitutes a 
common law or statutory nuisance. The 
validity of a statute or ordinance regu- 
lating the emission of pollutants does 
not depend on whether or not it is in 
fact a nuisance. Nor does it add to 
the validity of the legislation to declare 
that such emission constitutes a public 
nuisance. 

The criteria used to judge the validity 
of a statute regulating conduct which 
does not constitute a common law nui- 
sance are those applied to determine 
the proper exercise of the police power: 
namely, that the statute is reasonably 
necessary for the accomplishment of the 
purpose and for the public welfare, is 
not unduly oppressive, and does not arbi- 
trarily interfere with private property 
or impose unnecessary restrictions upon 
its use. 

The violation of the provisions of 
such statute, or order, or a determina- 
tion by the agency of failure to perform 
any duty imposed by the statute is 
declared to be a misdemeanor. The 
principal method of making an air pol- 
lution control program effective through 
the compulsory process, however, is by 
administrative action. The control 
agency is empowered to issue orders 
against alleged pollutors after adequate 
opportunity for hearing. Such orders. 
if not appealed through the courts, be- 


VOL. 51, NO. 2, A.J.P.H. 


Sef 


come final and are enforceable in much 
the same way as a judgment of a court. 
The same administrative procedure, a 
hearing, is employed in the case of 
revocation, denial, or modification of 
permits. 

Many of the statutes provide that 
appeals may be taken to the courts 
from orders of the control agency. Such 
appeals do not generally involve trial 
de novo, but are primarily reviews of 
the legal propriety of the agency's de- 
cision. If the prescribed statutory pro- 
cedure has been followed and the de- 
termination is supported by substantial 
evidence, the order of the agency will 
usually be affirmed by the court. On 
the other hand, in a trial de novo the 
court is authorized to exercise its in- 
dependent judgment on the evidence and 
to make an independent determination 
of the reasonableness and legality of 
action on all issues of law, facts, and 
mixed questions of law and facts and 
opinions therein involved. 

It should be noted that there is grow- 
ing support for the view that the test 
for air pollution as it relates to health 
should not be limited to conditions 
which actually or inevitably result in 
disease or damage, but should include 
those conditions which create a hazard. 
danger, or peril to the public health. 


F. Severability 


A severability clause is usually in- 
cluded to provide that if any part of 
the statute is declared unconstitutional, 
the other parts shall continue in force 
and effect. 

More recently enacted state statutes 
have been of three general types or 
combinations of these types, i.e.: 

I. A law providing for the prevention 
and abatement of air pollution problems 
in all areas of the state. 

Il. A broad enabling act permitting 
the establishment of air pollution con- 
trol districts by local option. 
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II. A law providing for a research 
and technical assistance program. 


|. State Air Pollution Control Legislation 
Limited operational experience indi- 
cates that such legislation may: 


(a) Provide the basis for establishing the or- 
ganization of the air pollution control 
agency and for the recruitment of person- 
nel. 

(b) Authorize the utilization of personnel and 
facilities of other state agencies and reim- 
bursement therefor. 

(c) Provide the basis on which the agency 
can pion a comprehensive program taking 
into account the varying conditions of 
different areas of the state. 

(d) Provide the agency with the authority 
for the promulgation of rules and regu- 
lations based upon needs as determined 
on the basis of appropriate surveys and 
hearings before such promulgation. 
Provide for the solution of local or 
regional air pollution problems by 
authorizing the formation of local and 
regional air pollution control organiza- 
tions. 
Provide that nothing in the legislation 
should impair or abridge the power of 
any local or regional air pollution con- 
trol agency to promulgate rules and 
regulations whether they be the same as or 
more stringent than those promulgated 
by the state agency. 
Authorize the state agency to take 
action in the absence of, or failure of, a 
local or regional control agency having 
jurisdiction to control air pollution, and 
to resolve interjurisdictional disputes. 
Authorize the agency to establish appeal 
or hearing procedures for cases result- 
ing from direct action of the agency. 
Authorize the agency to conduct a re- 
search program on air pollution and con- 
duct field studies and investigations re- 
lated to air pollution as it may deem 
necessary. 
Authorize the agency to collect and dis- 
seminate information relating to air 
pollution and its prevention and control. 
Authorize the agency to provide technical 
assistance and cooperation to local con- 
trol programs, industry, and other affected 
groups. 
Authorize the agency to receive or 
initiate complaints and to take the neces- 
sary action, after a public hearing, for 
the abatement of air pollution and estab- 
lish a penalty for failure to comply with 
orders of the agency. 
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(m) Make clear that all causes and effects of 
air pollution are included within the area 
of responsibility of the state agency. In 
addition to health effects, these would in- 
clude the effects on plant and animal life, 
on structural material and surfaces, and 
on visibility, particularly as it affects air 
and surface transportation. 

(n) Authorize the agency to cooperate with 
appropriate agencies of the United States 
or other states or any interstate agency or 
international agency with respect to the 
control of air pollution. 

(o) Authorize the agency to serve as the 
agency of the state for the acceptance 
and financial administration of monies 
from the federal government or other 
public or private agencies. 


Il. Local Option Legislation 


The effectiveness of local option type 
legislation is enhanced when the state 
agency is authorized to take the neces- 
sary steps to resolve interjurisdictional 
air pollution problems. In addition, 
authority should be granted to the state 
to deal with those problems beyond 
the jurisdictional limits of a commu- 
nity. Another provision which has 
proved useful is the authorization for 
political subdivisions within the state 
to enter into agreements or contracts 
with each other to carry out such fune- 
tions which might better be performed 
by them in concert. 
ment may also be considered for use 
by communities whether or not they are 
located within a single state. 


Interlocal agree- 


Legislation of this type may: 


(a) Provide the procedure by which, and con- 
ditions under which, a district may be 
activated and organized involving one or 
more cities or counties and the formation 
of metropolitan authorities. 

(b) Provide for the names and the general 
and specific powers of the district. 

(c) Provide for an air pollution control board 
and hearing board for each district and 
the duties of such boards. 

(d) Provide for the appointment, powers, and 
duties of officers and employees of the 
district. 

(e) Authorize appropriations to the districts 
by counties and cities comprising such 
district. 


({) Provide for standards for the control or 
prohibition of obvious pollution and pro- 
hibiting pollution which may be either 
actually or potentially harmful to persons 
or property. During an emergency, such 
as may develop under adverse meteorologi- 
cal conditions, short-time curtailment of 
community and industrial activities which 
contribute to pollution may be necessary. 
Although such an emergency condition is 
seldom encountered, it is essential that 
duly constituted governmental authority 
anticipate such a problem, and be pre- 
pared to act through a prearranged pro- 
cedure. 

(¢) Provide for injunctive relief against 
certain violations, and for criminal and 
civil penalties. 

(h) Provide for appeals to appropriate courts 
on the basis of existing statutes. 


Ill. Research and Technical Assistance 
Legislation 


Legislation of this type usually pro- 
vides the following: 


(a) Authority for the conduct of studies to 
determine the effects of air pollution 
upon human, animal and plant life, and 
upon materials and related matters. 

(b) Authority to maintain a laboratory to 
provide services necessary for the abate- 
ment and control of air pollution. 

(c) Authority to conduct such research as 
may be necessary. 

(d) Authority to determine by means of study 
those factors responsible for air pollution. 

(e) Authority to develop and maintain a sys- 
tem of monitoring the atmosphere for 
purposes of determining the presence and 
quantity of air pollutants. 


({) Authority to assist local and regional 
agencies by means of cooperative activi- 
ties and consultation. 

(g) Authority to collect and disseminate in- 


formation relating to air pollution and for 
the prevention, control, and abatement 
thereof. 

(h) Authority to accept and administer 
grants from the federal government and 
other sources, public or private, for carry- 
ing out any of the functions indicated 


above. 


Air pollution legislation must have 
a generally accepted reason for being. 
The rules of conduct established by the 
authority, legislation, or custom of a 
state or community are the basis of our 
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laws. An essential condition for their 
being laws in fact, however, is that 
they are enforced. Unless laws are to 
be enforced, they should not be enacted. 
No two states or communities are alike 
in the extent to which air pollution may 
constitute a problem of the environment 
requiring control. If air pollution legis- 
lation is required, it should be made to 
fit the problem and to fit the objectives 
of the state or local authorities and the 
people they serve. Any effective law 
results in disadvantages to some indi- 
viduals. These disadvantages should be 
foreseen and weighed against expected 
benefits and suitable and acceptable 
compromises should be made in the air 
pollution legislation which is adopted. 
Enforcement then should prove to be 
more readily feasible and result in con- 
trol of air pollution to the extent neces- 
sary to maintain the fitness of the air 
environment. 
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Until 1957, the national infant mortality rate had been decreasing. In 
1957, there was an interruption of this trend by a rise in the rate. 
For this reason a review was undertaken and the findings are 
presented here. The authors discuss their findings in 


relation to such factors as population shifts 


and changing needs. 


RECENT TRENDS IN INFANT MORTALITY 


IN THE UNITED STATES 


Eleanor P. Hunt, Ph.D., F.A.P.H.A., and Alice 


FO THE first time since the mid-1930's, 
the national infant mortality rate in- 
creased from 26.0 in 1956 to 26.3 per 
1,000 live births in 1957. The increase 
among white infants was from 23.2 per 
1,000 in 1956 to 23.3 in 1957, and 
among nonwhite, from 42.1 to 43.7. 
Rates for 1958 and 1959 showed con- 
tinued elevation of infant mortality.**-*° 
In 1958, the rate increased to 26.9 per 
1,000. In 1959, the provisional rate, 
26.4 (January-December), was as high 
as for the year 1955. 

Reduction in infant mortality in the 
United States has been slower in the 
1950’s than in the decades just preced- 
ing. The decrease from 1950 to 1957 
has meant that annually for any 100,000 
infants born alive, an additional 41 on 
the average have survived to their first 
birthday. In contrast, for a_ similar 
period in the 1930’s (1930-1937), the 
increased number of survivors per 
100,000 live births was on the average 
about 146 infants annually and during 
1910-1947, there were annually some 
211 additional infant survivors. 

The slower pace in reducing infant 
mortality in the United States calls for 
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a review of recent trends to identify, if 
possible, particular areas, or groups of 
infants, or periods in infancy, where 
the decrease in rate has lagged or failed 
to occur. This report summarizes the 
results of such a review. The findings 
offer some answers to such general ques- 
tions as where, among whom, from what 
causes, and at what ages in infancy has 
the downward trend of the death rate 
leveled off notably, or been reversed in 
recent years. 

A relatively detailed picture of recent 
national trends will, we hope, be of 
assistance in planning local studies, and 
in focusing attention where continuing 
or greater. efforts are specially needed 
if there is to be steady improvement. 


On Data and Methods 


The recent trends examined are those 
during the years 1950-1957. To evaluate 
national trends in mortality rates at de- 
tailed ages in infancy during 1950-1957 
as a whole, an annual percentage change 
in rate over these years was estimated 
for each of the age groups from the re- 
gression coefficient in a linear regres- 
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sion of log rate on the years 1950-1957. 
Annual per cent change was used also 
to describe mortality rate trends in 
metropolitan and in other counties for 
early and late infancy.* These estimates 
of annual per cent change in rate were 
evaluated for statistically significant dif- 
ference from zero, under the hypothesis 
of absence of trend during 1950-1957, 
using the t-distribution in a test of the 
regression coefficients. 

For an indication of trends in infant 
mortality in each state, the state average 
annual rate for the period 1954-1957, 
was compared with the average annual 
rate for 1950-1953. This procedure was 
used as well to examine national trends 
in death rate by cause. Differences in 
rate between the two periods were tested 
for statistical significance relative to an 
hypothesis of a constant probability of 
death 1950-1957, using chi-square. 

All of these examinations of trend by 
age group, by area, and by cause were 

*The expression used was, log Y=log 


y+b (X—X), where Y is the annual mortality 
rate in the particular age, color, and county 


grouping, ¥ is the average mortality rate, 
1950-1957 in this group, X is year of experi- 


ence, and Xx the mean year. 


carried out by the color group as well. 

Asterisks are used in the tables to de- 
note statistical significance of change in 
rate. One asterisk indicates significance 
at the 5 per cent level; two asterisks, 
“highly significant” values at the 1 per 
cent level. 

All data on births and deaths are 
those published by the National Office 
of Vital Statistics.~*° The numbers of 
live births and infant deaths registered 
in the United States (48 states and Dis- 
trict of Columbia) in the four-year 
periods, 1950-1953 and 1954-1957, are 
shown in the tabulation below, by 
color and broad-age grouping. Rates 
for the United States are based on 48 
states and District of Columbia. 


Infant Mortality Trends by Age 


During the period 1950-1957, seven 
out of ten infant deaths in the United 
States occurred in the neonatal period 
(under 28 days). Within the neonatal 
period, half of the deaths were of infants 
on their first day of life, and three- 
fourths were before three days of age. 
During later months of the first year, 


Tota! White Nonwhite 
Deaths Number 

Infant (under 1 year), 1950-1957 862,316 664,986 197,330 
1954-1957 433,971 330,497 103,474 
1950-1953 428,345 334,489 93,856 
Neonatal (under 28 days), 1950-1957 614,454 491,513 122,941 
1954-1957 313,822 248,045 65,777 
1950-1953 300.632 243,468 57,164 
Postneonatal (1-11 months), 1950-1957 247,662 173,473 74,389 
1954-1957 120,149 82,452 37,697 
1950-1953 127,713 91,021 36,692 


Live Births, 1950-1957 


1954-1957 
1950-1953 


31,536,636 27,049,013 4,487,623 


16,482,531 14,068,884 2,413,647 
15,054,105 12,980,129 2,073,976 
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Table 1—Infant Mortality Rate, and Average Annual Per cent Change in Rate, by Age, 
County Group, and Color (United States, 1950-1957) 


Total Infants 
(By place of residence) 


Age and County 


Group 1950 1951 1952 
Infant (under 1 year) 29.2 28.4 28.4 
Metropolitan 264 259 262.1 
Nonmetropolitan 326 316 
Neonatal 

(under 28 days) 20.5 200 198 
Metropolitan 198 194 19.2 
Nonmetropolitan 21.4 209 20.6 
Under 1 week mS iS WS 
Under 3 days 15.3 150 148 
Under 1 day 10.2 98 9.7 

1 day 3.1 3.1 3.0 

2 days 2.0 2.1 y 3 

3-6 days 2.6 2.5 2.5 
7-27 days 2.6 25 25 

Postneonatal 

(1-11 months) 8.7 8.4 8.6 
Metropolitan 6.6 6.5 6.9 
Nonmetropolitan 12.2 108 11.0 
1-5 months 6.0 5.8 6.0 
6-11 months 2.7 2.5 2.6 


Annual 

Per cent 

Change in 

Rate per 1,000 Live Births Rate 1950- 
1953. 1954 1955 1956 1957 1957 
27.8 266 264 260 26.3 7 
25.8 253 250 249 25.4 1.3* 
30.5 284 284 276 278 2a" 
196 19.1 19.1 189 19.1 —1.1** 
19.1 190 19.0 189 19.2 0.5* 
20.1 $4192 193 190 189 1.9** 
17.2 167 169 165 16.6 
147 144 147 144 #=145 0.7** 

9.7 9.6 10.0 9.9 99 —O0.1 

3.0 2.9 2.9 2.8 2.8 1.6** 
2.0 19 1.8 1.7 1.8 
25 2.3 2.2 2.1 2.1 3.4°* 
2.4 2.3 2.3 2.4 
8.2 7.5 7.3 7.1 7.2 —3.3°** 
6.7 6.3 6.0 6.0 6.2 — 1.6* 
10.4 9.2 9.1 8.6 89 —42** 
5.8 5.2 5.2 5.0 5.4 2.4* 
2.5 2.2 23 1.9 19 


* Significant at the 5 per cent level. 
** “Highly significant” values at the 1 per cent level. 


about 70 per cent of the postneonatal 
deaths (1-11 months) were of infants 
1-5 months of age, as compared with 
some 30 per cent in infants 6-11 months. 

Annual death rates, 1950-1957, by 
detailed age and annual per cent change 
in rate over these years are shown by 
color in Tables 1-3. Infant mortality 
decreased from 29.2 per 1,000 live births 
in 1950 to 26.3 in 1957, at an annual 
decrease of 1.7 per cent. This reduction 
was much slower than in recent preced- 
ing periods of comparable length, such 


as 1943-1950 and 1936-1943. 


For these period-comparisons, over-all 
per cent changes between the first and 
last year of the seven-year spans are 
given in Table 4, by age. While the in- 
fant mortality rate from 1950 to 1957 
was reduced a total of 9.9 per cent, the 
drop between the years 1943 to 1950 
was 27.7 per cent and that between 1936 
and 1943, 29.3 per cent. Only at one, 
two, and from three to six days of age, 
the seven-year per cent decreases in 
rate from 1950 to 1957 were larger than 
those of an earlier period, namely 1943 
to 1950. 


VOL. 51, NO. 2, A.J.P.H. 


During the years 1950-1957, annual 
percentage reduction in neonatal mor- 
tality rate was about one-third that of 
the postneonatal rate, 1.1 per cent as 
compared with 3.3 per cent for infants 
1-11 months of age (see Table 1). The 
relatively small gains in the neonatal 
period reflect (a) a more or less sta- 
tionary rate on the first day of life 
(under one day) during 1950-1957, and 
(b) a relatively small annual percentage 
decrease in neonatal death rate after the 
first week, 1.7 per cent (7-27 days). 
Mortality on the first day rose after 
1954 and remained elevated. 


INFANT MORTALITY IN THE UNITED STATES 


In the postneonatal period, the annual 
percentage reduction in mortality rate 
in the period, 1-5 months was less than 
half the percentage decrease at 6-11 
months. Thus in 1950-1957, the age- 
specific death rates with the smallest 
annual percentage reductions were those 
under a day, one day, 1-3 weeks, and 
1-5 months. This pattern was evident in 
the white group as well as the nonwhite 
group, but was more marked among the 
latter. The mortality rate for non- 
white infants on the first day was not 
stationary during 1950-1957, but rose 
significantly. The upward trend appears 


Table 2—Infant Mortality Rate, and Average Annual Per cent Change in Rate, by Age, 
County Group, and Color (United States, 1950-1957) 


White Infants 


(By place of residence) 


Age and County 


Rate per 1,000 Live Births 


Annual 

Per cent 
‘Change in 
Rate 1950- 


Group 1950 1951 1952 1953 1954 1955 1956 1957 1957 
Infant (under 1 year) 268 28 255 250 239 236 23.2 233 —2.2** 
Metropolitan 245 23.9 239 236 230 226 224 226 —1.3%* 

Neonatal 

(under 28 days) 199.4 1869 1865 1063 WA Ws Ws —is" 
Metropolitan 18.6 18.2 180 17.9 6 6123 WS 
Nonmetropolitan ™4 #$(198 192 188 180 18.1 
Under 1 week 178 167 1463 163 640 i187 17. 
Under 3 days 147 143 «141 140 137 139 I7 

Under 1 day 9.7 9.3 9.2 9.1 9.0 9.3 9.3 93 —03 
1 day 3.0 3.0 2.9 2.9 2.8 2.8 2.7 26 —2.0** 
2 days 2.0 2.0 2.0 2.0 1.9 1.8 1.7 18 —23** 
3-6 days 2.3 2.4 2.2 2.3 2.1 2.1 2.0 20 —2.6** 
7-27 days 2.3 2.3 2.1 2.1 1.9 18 19 19 =—3.5** 

Postneonatal 
(1-11 months) 7.4 6.9 7.0 6.7 6.1 5.9 5.7 5.8 —4.0** 
Metropolitan 5.9 5.7 5.9 $7 5.3 5.1 5.1 5.2 —2.4** 
Nonmetropolitan 9.3 8.6 8.5 8.2 7.1 6.9 6.6 6.7 —5.4** 
1-5 months 5.2 4.7 4.8 4.7 4.2 4.2 4.2 42 —3,1%* 
6-11 months 2.3 2.1 2.2 1.9 18 1.6 1.6 16 —6.0** 
** “Highly significant’ values at the 1 per cent level. 
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Table 3—Infant Mortality Rate, and Average Annual Per cent Change in Rate, by Age, 
County Group, and Color (United States, 1950-1957) 


Nonwhite Infants 
(By place of residence) 


Annual 
Per cent 
Change in 
Age and County Rate per 1.000 Live Births Rate 1950- 
Group 1950 1951 1952 1953 1954 1955 1956 1957 1957 
Infant (under 1 year) 445 448 470 447 429 428 421 47 -—09 
Metropolitan 40.0 399 41.2 398 394 395 391 41.3 0.0 
Nonmetropolitan 49.0 50.1 53.6 505 47.2 47.2 462 47.3 -1.3 
Neonatal 
(under 28 days) 275 273 2.0 274 27.0 272 270 278 0.1 
Metropolitan 23.1 275 27.7 273 275 20 279 291 +04 
Nonmetropolitan 269 27.2 24 275; 263 2.1 28 25.9 -1.0* 
Under 1 week 228 2271. 726 2726 26 Bl +4) 
Under 3 days 19.0 188 191 188 192 196 195 19.7 +0.6** 
Under 1 day 13.0 12.7 128 139 137 139 44+1.4** 
1 day 3.7 3.8 3.8 3.6 3.5 3.5 3.5 3.6 13° 
2 days 2.3 2.3 25 2.3 2.4 2.2 2.3 2.2 0.8 
3-6 days 3.8 3.9 3.9 3.8 3.4 3.5 3.1 3.4 2.9* 
7-27 days 4.8 4.7 5.0 4.7 4.4 4.2 4.3 4.6 1.6 
Postneonatal 
(1-11 months) 170 175 198 173 189 16 151 159 —23° 
Metropolitan MS 124 185 125 HS HS 122 
Nonmetropolitan 221 229 22 230 29 211 204 214 1.7 
1-5 months 18 12.1 124 #2113 #109) 11.6 15 
6-11 months 5.3 5.4 5.7 5.0 4.5 4.3 4.1 44 —44** 


* Significant at the 5 per cent level. 
** “Highly significant’ values at the 1 per cent level. 


to have set in about 1952. Among 
older nonwhite infants, the rates for 1-3 
weeks and for 1-5 months showed minor 


group was 59 per cent higher than in 
the white group, as compared with 42 
per cent higher in 1950. In the post- 


and doubtful annual percentage de- neonatal period, the rate for nonwhite 
creases. These were about half the size infants in 1957 exceeded the rate for 


of corresponding percentage decreases 
for white infants, although the death 
rates for nonwhite infants were about 
double those in the white group. 

This slower annual reduction of in- 
fant mortality in the nonwhite group 
during 1950-1957 resulted in widening 
differences in mortality levels between 
white and nonwhite. By 1957, the 
neonatal mortality rate of the nonwhite 
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white infants by 174 per cent, while in 
1950, it was 130 per cent. 


Infant Mortality Trends in Metropolitan 
and Other Counties 


Reduction in infant mortality between 
the years 1950-1957 proceeded more 
slowly in metropolitan than in non- 
metropolitan counties; 1.3 per cent an- 
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nually as compared with 2.7 per cent 
(Table 1). This slow rate of gain was 
in sharp contrast to the preceding 
decade, when per cent decrease in infant 
death rate in metropolitan counties was 
larger than in nonmetropolitan coun- 
ties, where mortality levels were higher. 

The lag in reducing mortality in 
the metropolitan counties during 1950- 
1957 was about equally pronounced 
in the neonatal and postneonatal periods. 
The per cent decrease in neonatal death 
rate annually in metropolitan counties 
was 0.5 per cent; in nonmetropolitan 
counties, 1.9 per cent. At age 1-11 
months the annual percentage decrease 
in rate in metropolitan counties was 
1.6 per cent, compared to 4.2 per 
cent in other counties. 

The relatively slow pace of reduction 
was especially marked in the white 
group. Among nonwhite infants, dif- 
ferent trends between the two county 
groups were clearly evident only in the 
neonatal period, when the metropolitan 
rate showed signs of increase while 
rates for nonmetropolitan counties de- 
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creased significantly at 1.0 per cent 
annually. These opposite trends resulted 
in higher neonatal rates in metropolitan 
than in other counties, among nonwhite 
infants, each year except 1952 and 
1953. This excess in mortality of the 
newborn nonwhite infants in metropoli- 
tan counties is in contrast to the general 
situation for white infants and for older 
nonwhite infants. For the latter groups 
metropolitan county rates remained con- 
siderably lower than those for non- 
metropolitan counties throughout 1950- 
1957. 


State Experience, 1954-1957 Compared 
With 1950-1953 


Infant Mortality 

Average annual infant mortality rates 
of the states in the period 1954-1957 
ranged from a low of 21.2 per 1,000 
in Utah and in Iowa to rates 68 per 
cent higher in Arizona (35.6 per 1,000), 
and 89 per cent higher in New Mexico 
(40.1 per 1,000). Rates more than 
double the lowest rate in Utah and in 


Table 4—Infant Mortality Rate, by Age (United States 1936, 1943, 1950, and 1957) 


Per cent Decrease in the 
Seven-Year Period 


Rate per 1,000 1936 «©1943 
Live Births to to 

Age 1936 1943 1950 1957 1943 1950 1957 

Infant (under 1 year) 57.1 40.4 29.2 26.3 29.3 27.7 9.9 

Neonatal (under 28 days) 32.6 24.7 20.5 19.1 24.2 17.0 6.8 

Under 1 week 25.8 19.9 17.9 16.6 22.9 10.1 7.3 

Under 3 days 21.5 16.8 15.3 14.5 21.9 8.9 $2 

Under 1 day 15.1 11.6 10.2 99 23.2 12.1 3.0 

1 day 3.9 3.2 3. 2.8 — 18.0 — 31 — 9.7 

2 days 2.5 2.0 2.0 1.8 — 20.0 0 —10.0 

3-6 days 4.3 3.1 2.6 2.1 27.9 16.1 19.2 

7-27 days 6.8 4.7 2.6 2.4 — 30.9 —44.7 we 

Postneonatal (1-11 months) 24.5 15.7 7 7.2 35.9 — 44.6 17.3 

1-5 months 15.7 10.3 6.0 5.4 34.4 —41.8 10.0 

6-11 months 8.8 5.1 2.7 19 42.1 47.1 29.6 
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INFANT 


MORTALITY RATE 


average rate, 1954-57 


ALASHA vi ee 


United States e 


rate | average - 26.3 
median - 25.2 


United States « 
percent change in rate 


average -7.7% 
median -6.5% 


@ Forty-eight States and District of Columbia 


ee significant increase of 6.2% 


percent change from average rate, 1950-53 


median or 
lower rates 


number of deaths 
under 1 year per 1,000 
live births, 1954-57 


[_] 21.2-23.9 
E53 24.0-25.2 
25.4-301 
EEE 30.2 - and over 


percent change in 
average rate, 1954-57 
from average, 1950-53 
-24.7% to -11.3% 
-10.9% to -6.5% 

-6.1% to -2.9% 

-2.4% or less 


Cc] no significant change 


Figure 1 
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Iowa were registered in the Virgin 
Islands (50.4) and in Puerto Rico 
(54.7). 

The quartile position of the infant 
mortality rate of each state, 1954-1957, 
is shown in the upper panel of Figure 
1. Rates above median (25.2) pre- 
vailed in the southern tier of states, 
and in the bordering or mountain states 
of Missouri, Colorado, Wyoming, and 
Nevada. Maryland was a newcomer in 
this group, having had, in 1950-1953, 
a rate no higher than median. Median 
or lower rates for 1954-1957, charac- 
terized the states of the New England, 
Middle Atlantic, North Central (except 
Missouri), and Pacific divisions, and 
the remaining states of the mountain 
division (Montana, Idaho, Utah). Maine 
and Montana, which had relatively high 
rates for 1950-1953, belong in this 
group in 1954-1957, as a result of above 
average decrease in their infant mor- 
tality rates. 

The geographic pattern of relatively 
high infant mortality rates in states 
of the southern divisions, as compared 
with northern and far western divisions 
was evident throughout the years 1950- 
1957. However, the differences among 
divisions were less marked in 1954-1957 
than in 1950-1953, and in still earlier 
years. 

Percentage change in infant mortality 
rate is illustrated in the lower panel 
of Figure 1. Fifteen jurisdictions showed 
no significant change in 1954-1957 in 
infant death rate from average in 1950- 
1953. With the exception of Wyoming 
and the Virgin Islands, these were areas 
with median or lower infant mortality 
rates for 1950-1953. In the District 
of Columbia the average infant mortality 
rate increased 6.2 per cent. In general 
the largest percentage reductions in rate 
were in states with higher than median 
rates in 1950-1953. lowa, Idaho, Utah, 
and Wisconsin were exceptional in hav- 
ing substantial percentage reductions of 
already quite low rates. Despite rela- 
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tively high infant mortality levels in 
Mississippi, Louisiana, Florida, and Ar- 
kansas, percentage reduction in rate was 
considerably below average and below 
the median for the United States. 


Neonatal and Postneonatal Mortality of White 
and of Nonwhite Infants 

While 35 states, Alaska, and Puerto 
Rico reduced their average infant mor- 
tality rates in 1954-1957 as compared 
with average for 1950-1953, only 19 
states and Puerto Rico had decreased 
infant death rates in both the neonatal 
and the postneonatal periods. The ex- 
perience of the states in reducing neo- 
natal and postneonatal death rates (for 
all infants) is illustrated at the top of 
Figure 2. 

In the lower panel of Figure 2 are 
shown significant changes in neonatal 
and postneonatal mortality rates for 
white and nonwhite infants. Reduction 
in death rate, early as well as later in 
infancy, in both white and nonwhite 
groups, occurred in eight states, all of 
which had relatively high rates through- 
out 1950-1957 (Alabama, Arizona, Okla- 
homa, New Mexico, South Carolina, 
Tennessee, Texas, and Virginia). 

For the United States as a whole the 
pattern was one of reduction in_post- 
neonatal mortality among white and 
nonwhite infants, while decrease in neo- 
natal mortality was confined to white 
infants. Ten states followed this pat- 
tern (Georgia, Indiana, Maine, Michi- 


gan, Missouri, North Carolina, Penn- 
sylvania, Utah, West Virginia, and 


Wisconsin). Three others (Arkansas, 
California, and Ohio) deviated in hav- 
ing an increased, instead of unchanged, 
neonatal rate for nonwhite infants. 

In the neonatal period, 17 states or 
jurisdictions in 1950-1957 appear to 
have had essentially unchanged or rising 
mortality levels for both white and 
nonwhite infants. Included were eight 
states with more or less stationary age 
and color-specific rates (Massachusetts, 
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CHANGE IN INFANT MORTALITY RATE, BY AGE AND COLOR 
1954-57. compired with averag.. 1950-53 


average Stute rate, 
reduction in rate in the neonatal and postneunatal periods 


REDUCTION in average State rate — all infants 
[_] m the neonatal and postneonatal periods (19 States ana Puerto Rico) 
==! In the neonatal period but not in the postneonatal (8 States) 
=| In the postneonatal period but not in the neonatal (9 States, Alaska and Hawaii) 


Ea Neither in the neonatal nor in the postneonatal periods (12 States, D.C. and Virgin Islands) 


United States ** 


infants infants increase reduction 
neonatal , neonatal in average in average no Significant 
period | period State rate State rate 4 change | 


* includes statistically significant changes in State rates 
** forty-eight States and the Listr‘<t of Columbia 


eee data by color not available 


Figure 2 
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Nebraska, New Hampshire, New Jersey, 
Oregon, Rhode Island, Vermont, and 
Wyoming); three others were in this 
category, but with definite increases in 
the neonatal rate for nonwhite infants 
(Maryland, South Dakota, and the Dis- 
trict of Columbia) ; Connecticut, which 
showed no drop in rate for any of the 
color or age groupings with a significant 
increase in postneonatal mortality of 
nonwhite infants; and five other juris- 
dictions where some gains were made 
after (but not during) the neonatal 
period (Louisiana, Kansas, North Da- 
kota, Alaska, and Hawaii). 

Postneonatal mortality of white as well 
as nonwhite infants was not decreased 
by statistically significant amounts in 
Delaware, Idaho, Montana, Minnesota, 
and New York, in addition to the 11 
states and District of Columbia, just 
mentioned, where rates throughout in- 
fancy in both color groups were not 
definitely lower in 1954-1957 than in 
1950-1953. 

A few states showed reduction of 
mortality throughout infancy the 
white group, but stationary or rising 
rates for the nonwhite group in_post- 
neonatal as well as neonatal periods 
(Colorado, Florida, Illinois, lowa, and 
Kentucky). Washington and Nevada 
showed gains for white infants in the 
neonatal period, and for nonwhite in- 
fants in the postneonatal period. 


Trends in Causes of Infant Death 


The United States average annual in- 
fant mortality rate for all causes in 
1954-1957, 26.3 per 1,000, was 7.7 per 
cent lower than in 1950-1953. The 
neonatal rate decreased only 5 per cent 
(from 20.0 to 19.0 per 1,000) while the 
rate for the postneonatal period dropped 
14.1 per cent (from 8.5 to 7.3 per 
1,000). Average annual rates for 1950- 
1953 and for 1954-1957 are shown in 
Table 5, by age, color, and broad cause 


groupings. In this table, cause cate- 
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gories are grouped under the headings, 
“Prenatal and natal causes,” “Postnatal 
causes,” and “Other causes.” 

Prenatal and Natal Causes—Included 
under “Prenatal and natal causes” are 
categories pertaining primarily to condi- 
tions arising from factors effective be- 
fore and/or during birth, for example, 
conditions such as immaturity, postnatal 
asphyxia and atelectasis, congenital mal- 
formations, birth injury, and the like. 
Certain diseases of the respiratory sys- 
tem which included hyaline membrane 
not otherwise specified are also in- 
cluded.* About two-thirds of all infant 
deaths were from prenatal and natal 
causes. Nine out of ten deaths from 
these causes occurred in the neonatal 
period. In comparison with the other 
broad cause groups (“Postnatal,” “Other 
causes”), they showed the smallest per 
cent reduction in infant death rate, 
namely 4.3 per cent, from 18.6 per 1,000 
in 1950-1953 to 17.8 in 1954-1957. 
While infant death rates decreased for 
certain causes in this grouping (con- 
genital malformations, birth injuries, 
and blood dyscrasias), rates increased 
for postnatal asphyxia and atelectasis, 
for immaturity with a subsidiary condi- 
tion, and for the respiratory group in- 
cluding hyaline membrane not otherwise 
specified. In the nonwhite group, the 
rate for congenital malformations also 
increased. Some of the increase in rate 
for these relatively specific causes was 
probably due to improved diagnostic 
reporting on the death certificates. While 
the rates for these more specific cause 
categories increased, the rate for the 
vague category, immaturity unqualified, 
dropped off from 6.1 to 5.1 per 1,000. 

Postnatal Causes—Under “Postnatal 
causes” (conditions stemming primarily 
from factors operative after birth) are 


*A death for which the certificate reported 
hyaline membrane with mention of an under- 
lying cause, such as birth injury, pneumonia, 
immaturity, was counted under the underlying 
cause. 
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included the various infective and para- 
sitic diseases, diseases of digestive and 
nervous systems, and accidents. In 
1950-1953, 76 per cent of deaths from 
postnatal causes were of infants 1-11 
months of age; 24 per cent were of in- 
fants in the neonatal period. By 1954- 
1957 the proportion occurring in the 
neonatal period had increased to 28 per 
cent, due to rise in the neonatal death 
rate for these causes from 1.6 per 1,000 
to 1.7 per 1,000, while the death rate at 
1-11 months decreased by 15 per cent 
from 5.2 to 4.4 per 1,000. The increase 
in the neonatal rate for postnatal causes 
evidently reflected an increase in mor- 
tality from “other infections of the new- 
born” (765-768), not entirely offset by 
a decrease in the rate for diarrhea of 
the newborn. In the case of nonwhite 
infants, the increase in neonatal rate for 
postnatal causes was attributable to in- 
crease in the rates for pneumonia of new- 
born (from 1.6 to 1.8 per 1,000) as well 
as for “other infections of newborn” 
(765-768), from 0.2 to 0.4 per 1,000. 

In view of the widespread maternal 
and child health problem in_hospital- 
acquired staphylococcal disease, a more 
detailed examination was made of the 
trends in rates for certain cause cate- 
gories of infections of unspecified types. 
Particular categories examined were 
those for which infant death rates ap- 
peared to be on the increase fairly 
steadily, year after year during 1950- 
1957, namely, pneumonia of the new- 
born; acute upper respiratory infection, 
bronchitis, ete.; meningitis, except 
meningococcal and tuberculous meningi- 
tis; “other infections of newborn” (765- 
768); and septicemia and pyemia (1-11 
months). Numbers of deaths for each 
of these categories and rates per 100,000 
live births in 1954-1957 compared with 
1950-1953 are shown by color in Tables 
6-8. 

In the neonatal period, mortality from 
“other infections of newborn,” (765- 
768) and from meningitis, except men- 
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ingococcal and tuberculous, increased 
significantly among white and nonwhite 
infants. The neonatal rate among total 
infants for “other infections of new- 
born” (765-768) rose 57 per cent from 
9.9 to 15.5 per 100,000 on the basis of 
1,494 deaths in 1950-1953 and 2,556 in 
1954-1957. The meningitis rate in- 
creased 43 per cent from 2.8 to 4.0 per 
100,000. For the nonwhite group, there 
was also a significant increase in mor- 
tality rate for pneumonia of the new- 
born, from 162.8 to 182.0 per 100,000. 

The rate for septicemia and pyemia 
in the postneonatal period increased 75 
per cent in the nonwhite group from 
8.3 to 14.5 per 100,000, while among 
white infants this rate likewise increased 
but more slowly (38 per cent) and from 
a lower rate, 5.2 in 1950-1953 to 7.2 per 
100,000 in 1954-1957. Infant mortality 
from acute ‘upper respiratory iniection, 
bronchitis, and other conditions men- 
tioned, showed a small but significant 
increase in rate among white infanis 
and the total group. 

The slight upward trends of the mor- 
tality rates for several of these categories, 
indicative of infections of unspecified 
types are in contrast to the substantial 
reductions made during 1950-1957 in 
the infant death rates for infective and 
parasitic diseases as a group; influenza 
and pneumonia, except of newborn; 
diarrhea of newborn; and for diseases of 
the digestive system. 

Jointly the selected categories of infec- 
tions of unspecified types shown in 
Tables 6-8, accounted for 152 infant 
deaths per 100,000 live births in 1954- 
1957, as compared with 137 in 1950- 
1953. Had the mortality rate for these 
causes decreased from 1950-1953 to 
1954-1957, instead of increased, and by 
the same proportion as for the rate for 
infective and parasitic diseases as a 
group, the lives of about 10,000 infants 
would have been spared in the ‘ter 
four year period, or 2,500 annually. 
This saving of infant life would prob- 
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ably prove to be an under estimate, were 
the true number of deaths from these 
infections known. Neonatal deaths from 
“infections of newborn” (763-768) have 
been found to be under-reported by 
some 10 per cent in a recent study in 
New York City,* and by an estimated 50 
per cent in another study in Baltimore.® 


Comment 


This review of trends in infant mor- 
tality in 1950-1957 sk the 
usefulness of vital re { dr pro- 
vide leads for more imensive study of 
present problems in maternal and child 
health. 

In 1950-1957, the early age of most 
infant deaths (seven out of ten in the 
first month, and half of these before 
a day of age), their high association 
with prenatal and natal factors, and the 
relatively stationary mortality rate, point 
again to the need for accelerated effort 
toward improving maternal health. 

Much could be accomplished by a 
wider and more even application of what 
is known about maternal and _ infant 
care, as is evident from the slower pace 
in 1950-1957 in reducing neonatal mor- 
tality in metropolitan counties than else- 
where, the relatively high mortality 
levels of some states as compared with 
others, and of nonwhite infants as com- 
pared to white. 

Well over half of neonatal deaths are 
of premature infants. Special services 
for the mothers threatened with prema- 
ture delivery, and for premature in- 
fants, have been shown to increase 
greatly the infant’s chance of survival. 
Present “know-how” in care of the 
premature baby if extended nation-wide 
could reduce neonatal mortality to the 
level experienced in many widely sepa- 
rated maternity hospitals, namely 13 
per 1,000, and would represent a po- 
tential national saving of 25,000 neo- 
nates annually.* The ten-year study at 
the Colorado Premature Infant Center 
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on prevention of premature delivery, 
as well as care of premature infants, 
has shown how prevention and _ better 
control of medical and obstetric com- 
plications during pregnancy can (a) re- 
duce the incidence of prematurity at 
the smallest birth weights (under 1,500 
grams) and (b) in combination with 
high quality newborn infant care, re- 
duce by some 30 per cent perinatal 
mortality among premature infants 
whose mothers have complications dur- 
ing pregnancy or delivery.*® 

Studies need to be made in states and 
local communities on specific aspects of 
changing health needs of mothers and 
infants, to determine whether needed 
services are available, whether they are 
adequate, and what, if any, are the 
barriers to their use. Health needs 
in maternity and infancy in many metro- 
politan areas were greatly altered in 
1950-1957 as a result of interregional 
migration. In these streams of migra- 
tion during 1950-1958 were almost 
1,000,000 nonwhite persons leaving the 
South for other geographic divisions, 
going particularly to industrial and com- 
mercial centers.’ Central cities in the 
1940's in most regions gained two non- 
white persons for each three white per- 
sons who moved to the suburbs. This 
selective process continued in the 1950's 
to bring families of newcomers with 
limited incomes to many of the larger 
cities of the United States, while families 
with larger resources moved to the out- 
lying areas. 

The finding in this review of in- 
creased mortality from certain causes 
pertaining to infection unspecified as 
to type, points to a need for epidemio- 
logic studies in hospitals and communi- 
ties, not only to determine the specific 
cause of infections, but also the reasons 
for this increase, including any rela- 
tionship to hospital-acquired staphy- 
lococeal disease. Increase in mortality 
in the total population (except neonates ) 
of the United States from staphylococcal 
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and certain other infections in the period 
1949-1957 has been noted.* 

The failure of the mortality rate on 
the first day of life to show a significant 
downward trend during 1950-1957 
raises the question of po.s'le effects of 
more complete reporting of deaths, es- 
pecially of very small infants. During 
the 1950's, a number of factors have 
been favorable to more complete report- 
ing, for example, increase in proportion 
of births in hospitals, especially in the 
nonwhite group, and widespread efforts 
to secure registration of death as well as 
birth of prematurely born infants, re- 
gardless of birth weight, or judgments as 
to “viability.” Specially designed studies 
in local communities are needed to 
evaluate such effects, if any. 


Summary 


1. Because of an interruption of the national 
downward trend in infant mortality in 
1957, trends in infant mortality, 1950-1957, 
by age and color, in the country as a 
whole, in metropolitan and other counties, 
and in the several states, as well as for 
different types of reported causes of in- 
fant death, were reviewed. 

During 1950-1957, about 70 per cent of in- 

fant deaths were in the neonatal period, 

and of neonatal deaths, half were on the 
first day. Postneonatal deaths were con- 
centrated at 1-5 months of age, only 

30 per cent occurring at 6-11 months. 

3. Annual percentage decrease in infant 
mortality, 1950-1957, was 1.7 per cent; 
neonatal mortality, 1.1 per cent: post- 
neonatal, 3.3 per cent. Mortality on the 
first day did not decrease significantly 
during 1950-1957, and annual percentage 
decreases in rates at 1 day, at 1-3 weeks 
and at 1-5 months were smaller than later 
in the first week, and at 6-11 months. 
These tendencies were more pronounced in 
the nonwhite than in the white group. 
Nonwhite mortality rate on the first day 
showed an annual percentage increase 
(1.4 per cent); their mortality at 1-3 
weeks, and at 1-5 months was without 
definite trend. 

4. Annual percentage reduction in _ infant 
mortality, 1950-1957, has been smaller in 
metropolitan counties than in nonmetropoli- 
tan, 13 per cent annually as compared 
with 2.7 per cent. The difference was 
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greater for white than nonwhite infants. 
Average annual infant mortality rates, 
1954-1957, in each state were compared 
with corresponding average rates in 1950- 
1953 for indications as to trends in state 
rates. Fifteen states or areas, all but two 
with rates below or at median, 1950-1953, 
showed no significant change in rate. In 
the District of Columbia, the infant 
mortality rate increased 6.2 per cent. 

In 19 states and Puerto Rico, significant 
reductions were made in both neonatal and 
postneonatal mortality. 

Eight states reduced mortality through- 
out infancy among white as well as non- 
white infants. These were states of the 
southern divisions where mortality rates 
were above median. In the United States 
as a whole, and in 13 states, postneonatal 
mortality decreased significantly among 
both white and nonwhite infants, but re- 
duction in the neonatal rate was among 
white infants only. 

Neonatal mortality levels over the years 
1950-1957 remained about the same, or 
were elevated in 14 states, Alaska, Hawaii, 
and the District of Columbia. In 11 of 
the same states, the District of Columbia, 
and five additional states, postneonatal 
mortality rates were not significantly lower 
in 1954-1957 than in 1950-1953. 

The United States infant mortality rate 
for all causes decreased 7.7 per cent from 
an annual average of 28.5 per 1,000 in the 
period 1950-1953 to 26.3 per 1,000 in 
1954-1957. Deaths attributed to prenatal 
and natal causes comprised two-thirds of 
all deaths under one year, and in 1954- 
1957 had the smailest relative decrease in 
rate, 4.3 per cent from 1950-1953. On the 
other hand, the infant death rate for cause 
categories grouped together under post- 
natal causes decreased 10 per cent be- 
tween the same periods. 

Neonatal mortality among all infants from 
“other infections of the newborn”: from 
meningitis, except meningococcal and 
tuberculous; and from pneumonia of the 
newborn in the nonwhite group showed 
small increases in rate over the years 
1950-1957. Postneonatal mortality from 
septicemia and pyemia gradually increased 
in rate during these years. 

State and community studies of the 
changing needs of mothers and _ infants, 
especially in metropolitan areas, are 
needed for local interpretation of recent 
infant mortality trends, and for planning 
services to insure comprehensive maternity 
and newborn care for all mothers and in- 
fants. 
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Here is an analysis of the relationship between perinatal mortality and 


demographic change. 


This paper indicates for a specific area some 


of the factors discussed on a national level in the preceding 


paper by Hunt and Chenoweth. 


POPULATION CHANGES AND PERINATAL MORTALITY 


Ella Oppenheimer, M.D., F.A.P.H.A. 


paper is concerned specifically 
with some changes in the character- 
istics of the population in the District 
of Columbia and their impact on peri- 
natal mortality and related problems. 

The population of the D. C. standard 
Metropolitan Area (see Map) which 
embraces the District of Columbia, 
Montgomery and Prince Georges Coun- 
ties, Maryland, and Arlington and Fair- 
fax Counties and Alexandria and Falls 
Church cities in Virginia, like that of 
other major U. S. Metropolitan Areas 
has shown a tremendous growth, par- 
ticularly since the end of World War 
II, an increase which has occurred 
almost entirely in the Maryland and 
Virginia suburbs of Washington. This 
has occurred both in the white and 
nonwhite components, but the relative 
proportion of each has remained essen- 
tially unchanged (23 per cent-25 per 
cent since 1930) (Figure 1). 

For the District of Columbia, the 
small and geographically limited core 
city of the area, however, the popula- 
tion picture is quite different (Figure 
2). With an increase of only 5,000 in 
population between July, 1950, and 
July, 1958, the white population which 
in 1950 represented 65 per cent of the 
total has declined by 137,000 (26 per 
cent) and the nonwhite population has 
increased by 142,000 (48 per cent). 
Between 1950 and 1958 the percentage 


of whites in the population of the 
District declined from 64 to 47, and of 
nonwhites increased from 36 to 53. 

A comparable study of the pattern 
of births to residents of the Metropolitan 
Area as a whole, to residents of the 
District of Columbia and to residents 
of the area exclusive of the District of 
Columbia for the period 1950-1957 is 
of interest (Table 1). During this period 
the births to residents of the Metropoli- 
tan Area as a whole increased by 
11,095, 29 per cent; the white births by 
6,494, 27 per cent, the nonwhite births 
by 4,601, 43 per cent. In 1950 the pro- 
portion of white births in the total was 
72, of nonwhite births 28; in 1957, 
69 and 31, respectively. Thus there has 
been little change in the racial propor- 
tion in the area. 

However, for D. C. residents, with a 
slight decrease in total births in 1957 
as compared with 1950, the white births 
decreased by 4,281, 39 per cent, the 
nonwhite increased by 4,040, 46 per 
cent. In 1950 the percentage of white 
births in the total was 56; of nonwhite 
births 44. By 1957 this had shifted 
to 35 per cent and 65 per cent, respec- 
tively, for white and nonwhite. 

For residents of the area outside of 
the District of Columbia during this 
eight-year period the total births have 
increased by 11,336, 61 per cent; the 
white births by 10,775, 65 per cent; 


VOL. 51, NO. 2, A.J.P.H. 


nonwhite births by 561, 29 per cent. 
In 1950 the proportion of white births 
in the total was 90 per cent; of non- 
white 10 per cent. In 1957 the per- 
centage of white births was 92 per cent; 
of nonwhite 8 per cent. 

The racial pattern of births of resi- 
dents of the District of Columbia for 
1940-1958 is shown graphically in Fig- 
ure 3. The striking change in the racial 
pattern following the war and immediate 
postwar years is apparent. 


PERINATAL MORTALITY 


The marked increase in illegitimate 
births in the District of Columbia with 
this change in the racial pattern is 
also significant (Figure 4). Since 1949 
there has been a steady rise from 1,935 
to 3,750 in 1958. 

Another aspect of the changing pic- 
ture is the increase in the number of 
premature births among the nonwhite. 
Between 1950 and 1958 the total num- 
ber of premature births has decreased 
slightly from 2,415 in 1950 to 2,393 


DISTRICT OF COLUMBIA METROPOLITAN AREA 


Comprises the District of Columbia; Montgomery and Prince Georges Counties in 
Maryland; Arlington and Fairfax Counties, and Alexandria and Falls Church Cities 
in Virginia 
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Figure 1—Metropolitan Washington: Its Population (The Percentage of the Nonwhite 
Population of the Metropolitan Area Has Not Significantly Changed Since 1930) 
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Figure 2—The District’s Population: By Age and Color 
ALL AGES 4 YEARS AND UNDER 
THOUSAND THOUSANO 
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in 1958. However, the number of pre- 
mature nonwhite births has grown 47 
per cent from 1,255 to 1,842 during 
this period. 

Of paramount significance are the 
economic characteristics of the popula- 
tion under consideration. A number of 
fairly recent studies have been made 
of the economic status of the Metropoli- 
tan Area. A recent one made by the 
Census Bureau for the District of Colum- 
bia in 1956 revealed 20.4 per cent of 
the families in the District of Columbia 
had incomes below $3,000 a year; 11.6 
per cent of the white and 31 per cent 
of the nonwhite; 46.8 per cent had 
incomes below $5,000; 30.8 per cent 
of the white and 66.3 per cent of the 
nonwhite. 

It has been estimated that in 1957 
33 per cent of the population as a 
whole could not pay for hospital care; 
this applied to 17 per cent of the whites 
and 53 per cent of the nonwhites. An- 
other study in 1958 by the Board of 
Trade comparing the District with the 
Metropolitan Area indicated that the 
median income for the total area was 
$6.860; for the District $5,660, and 
the suburbs $7,940. 


PERINATAL MORTALITY 


Even more indicative of the economic 
status of the child-bearing population 
of the District are the proportion of 
viuths under private medical care and 
hospital staff cases. Birth certificate 
reports for the past several years indi- 
cate that approximately 40 per cent of 
the births to resident mothers in the 
District are attended by private physi- 
cians and 60 per cent are staff cases. 
For the white births between 18 per 
cent and 20 per cent were staff cases, 
while for the nonwhite more than 75 
per cent fell in this category. Of the 
staff cases 30 per cent occur in the city 
hospital which cares for those depend- 
ent upon public care. 

Again, although the resident births 
have changed only slightly between 1950 
and 1958, the number occurring at the 
city hospital have increased by some 
23 per cent. In 1958, 6,142 births 
or more than 30 per cent of 19,546 
resident births occurred at that hospital. 
This represents 4 per cent of the white 
births and some 47 per cent of the 
nonwhite births in the city. 

Our studies of prenatal care as re- 
ported on the birth certificates also 
point up significant facts. In 1952, 30 


Table 1—Live Births to Residents Living in the District of Columbia Metropolitan 
Area by Residency in the District of Columbia and Residency Outside the District 


of Columbia and by Race 1950-1957 


To Residents Living in the 


To s.esidents Living in the 


To Residents 
Living in Area 
Exclusive of the 

District of Columbia 


Metropolitan Area District of Columbia Non 
Year Total White Nonwhite Total White Nonwhite Total White white 
1950 38,435 10,641 19,826 11,102, 8,724 :18,609 
1951 42,082 30,773 11,309 20,550 11,234 9316 21,532 19,539 1,993 
1952 44,212 32,413 11,799 20,512 10,828 9.684 23,700 21,585 2,115 
1953 45,326 32,764 12,562 21,192 10,804 10,388 24.134 21,960 2,174 
1954 46,556 33,233 13,323 20,486 9,530 10,956 26,070 23,703 2,367 
1955 47,560 33,810 13,750 19,960 8,556 11,404 27,600 25,254 2,346 
1956 48,752 33,891 14,861 19,724 7,439 12,285 29,028 26,452 2,576 
1957 49,530 34,288 15,242 19,585 6,821 12,764 29.945 27,467 2.478 


FEBRUARY, 1961 


- 


Figure 3—Resident Births by Race: District of Columbia, 1940-1958 
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Figure 4—Illegitimate Resident Births by Race: District of Columbia, 1948-1958 
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per cent of the births at the city hospital 
were without prenatal care; in 1956 
for those born at the city hospital the 
percentage without prenatal care had 
increased to 47 per cent, and has re- 
mained at that level in 1957 and 1958. 
A breakdown by place of occurrence of 
the births without prenatal care in 
1957 revealed that 84 per cent of all 
births without prenatal care occurred 
at the city hospital (70 per cent of the 
white, 85 per cent of the nonwhite), 
7 per cent occurred at one other hospital, 
5 per cent in 13 other hospitals, and 
4 per cent not in a hospital. 

Now for a picture of perinatal mor- 
tality. Comparing perinatal mortality 
for the Metropolitan Area and the Dis- 
trict of Columbia, and the Metropolitan 
Area exclusive of the District of Co- 
lumbia, for the years 1950-1957 (Table 
2) the excess mortality of the District 
of Columbia as compared with the 
Metropolitan Area as a whole and the 
area exclusive of the District of Columbia 
is apparent. The nonwhite mortality 
of the area, as would be expected, is 
essentially the same as for the District, 
but it is of interest that in all but two 
of the eight years the white mortality of 
the District is consistently higher than 
of the area. 


PERINATAL MORTALITY 


For the District of Columbia, perinatal 
mortality has shown little change for the 
period between 1950 and 1958 (Figure 
5). However, breaking the perinatal 
mortality into its components, we find 
that the fetal death ratio has shown a 
decline particularly in the nonwhite dur- 
ing this period (Figure 6), which has 
been offset by increases in the neonatal 
period, with the neonatal rate register- 
ing an increase of 22 per cent between 
1950 and 1958, the white unchanged, 
and the nonwhite increased by 42 per 
cent (Figures 7, 8, 9). 

The major problem, therefore, centers 
around the high and increasing neonatal 
mortality among the nonwhite portion 
of the population. 

With 84 per cent of the births with no 
prenatal care occurring at the city hos- 
pital, a comparison of the neonatal death 
rate of infants born at that hospital in 
1956, with and without prenatal care, 
is of interest. The neonatal mortality 
for those with prenatal care was 23.7, 
for those without prenatal care, 41.6. In 
the city as a whole during that year the 
neonatal death rate was 23.9, for the 
nonwhite 28.9. 

The relationship of premature birth 
to neonatal mortality needs no discus- 
sion here. Our recent data again con- 


Table 2—Perinatal Mortality, District of Columbia Metropolitan Area: by Area, District 
of Columbia, and Area Exclusive of District of Columbia and by Race, 1950-1957 
(Fetal Deaths 20 Weeks Gestation and Over and Infant Deaths 28 Days and Under, 


per 1,000 Births) 


District of Columbia 


Area Exclusive of 
District of Columbia 


Metropolitan Area District of Columbia ra Non- 
Year Total White Nonwhite Total White Nonwhite Total White white 
1950 36.5 32.4 47.1 43.3 40.3 47.1 29.2 33.1 46.9 
1951 36.1 31.5 18.6 42.1 35.8 49.6 30.4 29.0 44.6 
1952 37.5 32.3 52.0 46.7 40.1 54.1 29.6 28.4 42.1 
1953 36.3 30.8 50.5 B.1 36.1 50.4 30.2 28.9 46.5 
1954 36.2 32.0 16.7 43.4 36.6 49.4 30.5 30.1 34.2 
1955 38.6 32.2 54.4 14.3 31.2 54.2 34.5 32.5 55.4 
1956 35.6 29.2 50.0 42.5 29.1 50.6 30.9 29.3 47.4 
1957 36.5 30.5 19.9 44.4 35.2 49.3 31.3 29.3 52.9 
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Figure 5—Perinatal Mortality by Race: District of Columbia, 1940-1958 (Fetal Deaths 
20 Weeks Gestation and Over and Infant Deaths 28 Days and Under) 
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Figure 6—Resident Fetal Death Ratios b 
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Figure 7—Resident Infant Death Rates—Under One Day by Race: District of Colum- 
bia, 1940-1958 
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Figure 8—Resident Infant Death Rates—One Day to One Month by Race: District 
of Columbia, 1940-1958 
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Figure 9—Resident Infant Death Rates—Under One Month by Race: District of 


Columbia, 1940-1958 


firm this. For the years 1955-1957, with 
an over-all neonatal mortality rate of 
19.8 for single births, the rate for in- 
fants weighing under 2,500 gm was 
141.4 and for those weighing over 2,500 
gm, 5.9. 

The relationship of prematurity to 
prenatal care in the District 0 Columbia 
continues to be confirmed. In 1957, 
with 12.2 per cent of the births prema- 
ture, for those with prenatal care the 
percentage was 10.2; for those without 
prenatal care 21.5. In 1958 there is the 
same story—12.5 per cent of the births 
were premature, for those with pre- 
natal care 10.4 per cent of the births 
were premature, for those without pre- 
natal care 22.7 per cent were premature. 


The large number of illegitimate 
births is also a factor in the picture. In 
1957, 13.2 per cent of the legitimat. ve 
births without prenatal care must be 
compared with 41.2 per cent of the 
illegitimate births. 

The implications of these scattered 
but, | believe, significant data are clear. 
Program action has not kept pace with 
the need for services brought about by 
the changing population in the District 
of Columbia, with its high proportion 
of those in need of public services. 

The situation is now well recognized 
and steps are being taken to remedy 
the situation; unfortunately, however, 
the loss which occurred is 
irretrievable. 


Dr. Oppenheimer is chief, Bureau of Maternal and Child Health, District of 
Columbia Department of Public Health, Washington, D. C. 

This paper was presented before the Maternal and Child Health Section of 
the American Public Health Association at the Eighty-Seventh Annual Meeting 


in Atlantic City, N. J., October 19, 1959. 
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This study of neonatal mortality in a specific city took its point of 


departure from the rise in infant mortality noted in 1957. 


It is 


significant to note that epidemiological analysis in this 


community points to several responsible factors including 


several related to the hospital and the case management. 


AN EPIDEMIOLOGICAL APPROACH TO THE PROBLEM 
OF RISING NEONATAL MORTALITY IN BALTIMORE 


Kathleen Carney Buetow, M.D., Dr.P.H. 


O™ of the great advances in the field 
of medical science in the past 50 
years has been the remarkable decline in 
infant, including neonatal, mortality 
rates. By 1955, the neonatal mortality 
rate in the United States had reached 
a low of 19 per 1,000 live births." 

Statistics are available to show the 
experience in the city of Baltimore 
among the resident births since 1935 
(see Figure 1, graph). These figures 
indicate that the neonatal mortality rate 
has shown a rather steady decline, 
punctuated by occasional rises, the latter 
always more marked among the Negro 
infants. The most recent rise occurred 
in 1957 when the neonatal mortality 
rate for resident births in Baltimore 
rose from a level of 22 per 1,000 live 
births in the previous year to 26 per 
1,000, a difference significant at the 
1 per cent level. This was characterized 
by a rise in the white rate from 18 to 
19 per 1,000 and a rise in the Negro 
rate from 27 to 36 per 1,000 live births.” 
This elevation has persisted to some 
degree through the first six months of 
1959.8 

Confronted with this statistically sig- 
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nificant rise in infant mortality, ac- 
counting for an excess of 118 neonatal 
deaths in 1957, the Research and Plan- 
ning Section of the Baltimore City 
Health Department issued a special sta- 
tistical report in January, 1958, con- 
cerned with the problems of neonatal 
mortality in the city in 1957. They 
established the following points :* 


1. This trend was limited to the neonatal 
period. The death rate per 1,000 live 
births for infants aged 28 days through 11 
months remained almost stationary, and 
there was also no parallel rise in fetal 
deaths. 

2. Primarily this was a problem of the Negro 
infant. 

3. The increase in the actual number of 
deaths was most marked at 24 hours 
through six days of age. There was no 
rise in natal day mortality rates. 

4. In 94 per cent of instances, the neonatal 
death occurred prior to the infant’s initial 
discharge from the hospital of birth. 

5. Although there was a rise in the weight 
specific death rates for all groups studied, 
the percentage weight distribution of the 
births did not vary significantly from that 
observed in preceding years. 

6. This rise in neonatal mortality was not 
uniformly observed in all the hospitals in 
the city. 
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Figure 1—Neonatal Death Rates per 1,000 Live Births in Baltimore City, 1935-1959, 
by Race (1959 Figures for First Six Months Only) ' 
Method ing better than 50 per cent of the non- 
white resident deliveries, looking for con- ; 
ditions which showed a statistically sig- 
_ When became apparent that this nificant association with mortality and 
rise was persisting during 1958, the pres- which would indicate “leads” worthy of ) 
ent epidemiological investigation was further investigation. 
initiated. Briefly the method of this 2. An analysis of those factors found to be : 
analysis consisted ins associated with neonatal mortality to de- : 
termine if there was a change in_in- 
1. A study of the neonatal mortality in certain cidence rates of such conditions when 
hospitals showing this rise and represent- compared with a contrel period. 
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The investigation was carried out 
within two large teaching hospitals in 
the city, where adequate newborn rec- 
ords were available and where autopsy 
permission was secured on 90 per cent 
or more of the neonatal deaths. Analysis 
of the factors possibly related to high 
neonatal mortality was divided into 
three phases: 

Factors present at the onset of pregnancy. 
2. Factors present during pregnancy, labor, 

and delivery. 

3. Factors affecting the child after delivery. 


Subtopics included in these various 
groups may be noted in Table 1. 

At both hospitals the obstetrical rec- 
ords of all mothers experiencing live 
birth in the first four months of 1958 
were analyzed and compared with con- 
trol periods in 1956, the most recent 
year of significantly lower neonatal mor- 
tality. In addition all the recorded 
neonatal deaths occurring at these hos- 
pitals during the first nine months of 
1958 were studied in detail, including 
evaluation of all available necropsy data. 
Information for control data was avail- 
able only for certain specified periods, 
accounting for seasonal differences in the 
comparisons. However, it was deter- 
mined by investigating the Baltimore 
city resident monthly mortality rates 
over a five year span (1953-1957), that 
although there was some variation in 
neonatal mortality rates according to the 
time of the year, these fluctuations did 
not affect the comparisons made in the 
paper because of the particular com- 
binations of months that were used. 


Findings 


Hospital A is the municipal hospital 
in which nearly 40 per cent of all 
Baltimore Negro babies are born. Negro 
patients comprise 85 per cent of the 
obstetrical case load. Problems of over- 
crowding and understaffing, as a result 
of a greatly increased volume of de- 
liveries in recent years, are apparent on 
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both the obstetrical and nursery services 
and are of concern to the authorities 
involved. 

Table 2 shows the neonatal mortality 
situation at Hospital A during the study 
time as compared with the control 
period, indicating a significant rise in 
the death rate of Negro infants. Further 
analysis of the conditions associated with 
neonatal mortality yielded several fac- 
tors worthy of consideration here. 


Table 1—Topics Considered the 
Analyses of Factors Possibly Influenc- 
ing Neonatal Mortality Rates 


Group A. Factors Present at Onset of Preg- 
nancy 
1. Race 
2. Age of mother 
3. Marital status of mother 
4. Result of previous pregnancies 
5. Complications of previous pregnancies 
6. Socioeconomic status 


Group B. Factors Present During Pregnancy, 
Labor, and Delivery 
1. Prenatal care 
2. Complications prior to onset of labor 
3. Condition of the mother on admission 
4. Onset and duration of Jabor 
5. Duration of rupture of membranes 
6. Labor complications 
7. Management of delivery 
8. Third stage of labor 
9. Analgesia and anesthesia 
10. Puerperium 


Group C. Factors Present in the Lives of In- 
fants Experiencing Neonatal Death 


1. Weight of infant 

2. Sex of infant 

3. Condition at birth 

4. Status at initial examination 

5. Administration of oxygen 

6. Time of onset of symptoms of terminal 
illness 

7. Use of antibiotics 

8. Age of infant at death 

9. Results of cultures 


10. Clinical cause of death 

ll. Autopsy findings 

2. Presumed cause of death 

13. Evidence of infection as cause of death 
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Table 2—Hospital A: Neonatal Mortality Rate Among All Obstetrical 
Discharges After Live Birth, Race Specific 


Neonatal 
Live Neonatal Death 

Time Race Births Deaths  Rate/1,000 
July 1-December 31, 1956 White 318 10 3i* 
Negro 2,155 48 227 
Total 2,473 58 23f 
January 1- White 491 24 49* 
September 30, 1958 Negro 3,429 107 317 
Total 3,920 131 33t 


* Differences between white neonatal deaths 1956 and 1958 are not significant. 
t Differences between Negro neonatal deaths 1956 and 1958 are significant, P less than 0.05. 
} Differences between total neonatal deaths 1956 and 1958 are significant, P less than 0.05. 


Table 3—Hospital A: Incidence of Prenatal Care Among Mothers Dis- 
charged After Live Birth, January-April, 1958, Related to the Outcome 
of the Current Pregnancy, Race, and Weight of the Infant 


Neonatal 
Birth Care Live Neonatal Death 

Race Weight Status Births Deaths  Rate/1,000 
White Less than Care* 0 - — 
1,000 gm No care* 3 3 1,000 
Total 3 3 1,000 
1,001- Care 3 — 0 
2,500 gm No care 21 4 190 
Total 24 4 167 
2,501 gm Care 61 l 16 
and over No care 114 2 17 
Total 175 3 7 
Totals Care 64 l 16 
; No care 138 9 5 
Total 202 10 49 
Negro Less than Care 4 4 1,000 
1,000 gm No care 4 4 1,000 
Total 8 8 1,000 
1,001- Care 85 8 94 
2,500 gm No care 115 19 165 
Total 200 27 135 
2,501 gm Care 689 6 9 
and over No care 180 3 6 
Total 1,169 9 8 
Totals Care 778 18 22 
No care 599 26 43 
Total 1,377 44 32 


*“Care™ means one or more visits to a Prenatal Clinic at any time during the pregnancy. 
“No care” means no visits to a Prenatal Clinic. 
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1. Influence of Prenatal Care 

Although prenatal care is available 
through the Baltimore City Health De- 
partment to all who need and request 
it, many mothers arrive at this hospital 
in labor without the benefit of any 
prior care. Table 3 presents data con- 
cerning the prenatal care status and 
neonatal mortality. Examination of this 
material indicates that patients having 
no prenatal care have significantly 
higher neonatal mortality rates; for total 
Negro deliveries, P is less than 0.05. 
When only infants in the 1,001-2,500-gm 
category are considered, trends, but not 
statistically significant differences, are 
noted among both races in the direction 
of relating the lack of prenatal care to 
mortality in the neonatal period. Com- 
binations of the races, however. give 
a P less than 0.10 and suggest that 
when adequate numbers of patients are 
available, the differences noted may be 
important ones. In babies over 2,500 
gm no significant correlation was noted 
among the neonatal deaths and the in- 
cidence of prenatal care. 

It may be observed that the number 
of cases having prenatal care increases 
with the weight of the baby. With 
information currently available, it is 


not possible to state whether this fact 
is due to prevention of prematurity by 
giving adequate prenatal care, or due 
to the tendency of mothers to fail to 
seek prenatal care until nearly the ex- 
pected date of confinement. 

The proportion of mothers receiving 
prenatal care during the study period 
as compared with the control period 
is shown in Table 4, Examination of 
the differences noted in this table re- 
veals that the increase in lack of pre- 
natal care noted for the white patients 
in 1958 could easily be a chance varia- 
tion. However, for Negro patients there 
has been a significant increase in failure 
to obtain prenatal care as offered by 
the City Health Department. Before 
leaving this issue it is important to 
point out that this failure to seek pre- 
natal care was not a consequence of 
an increase in the rate of premature 


deliveries. The percentage weight dis- - 


tribution of births, calculated in 500-gm 
categories, did not vary significantly 
from that noted in the control period. 
Thus it appears that the current in- 
crease in the number of patients who 
failed to obtain prenatal care may be 
directly related to the rise in neonatal 
mortality. 


Table 4—Hospital A: Comparison of the Prenatal Care Status of All 


Obstetric Discharges After Delivery, July-December, 


1956, and All 


Obstetric Discharges After Live Birth, January-April, 1958 


Number 
Total Without Per cent 

Race Year Patients Care Without Care 
White 1956 325 206 63.3 

1958 202 138 68.3 

Total 527 344 65.3 
Negro 1956 2.186 830 38.0 

1958 1,385 602 43.5 

Total 3,571 1,432 40.1 

Difference is not significant for white, P is less than 0.01 for Negro. 
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Table 5—Hospital A: The Incidence of Puerperal Fever, Its Etiology and Relation 
to Neonatal Mortality Among Mothers Discharged After Live Birth, January-April, 


1958 
Negro White 
Neonatal Neonatal 
Live Neonatal Death Live Neonatal Death 
Condition Birth Death Rate/1,000 Birth Death Rate/1,000 

Afebrile 1,120 166 54 
Puerperal morbidity 

Endometritis 44 3 68 3 i) 0 

Mastitis 8 0 0 l 0 0 

Other genital infection 6 0 0 1 0 0 

Urinary infection 31 2 74 7 0 0 

Infectious abdominal 

wound 1 0 0 0 0 0 

Sepsis or peritonitis 0 0 0 0 0 0 

Intercurrent disease 7 l 143 1 0 0 

Cause unknown 53 3 57 8 0 0 

One-day fever 116 5 43 17 l 59 
Information unknown 6 0 0 1 0 0 
Total with puerperal 

morbidity 259* 14 547 35* 1 29t 
Total patients 1,385 45 33 202 10 50 


*In ten instances (seven Negro and three white) patients are reported as having more than one diagnosis. 
+t When compared to afebrile Negro patients, P is less than 0.05. 
} When compared to afebrile white patients, difference is not significant. 


Table 6—Hospital 


A: 


Comparison of 


the Incidence of Puerperal 
Morbidity (Characterized by Any Febrile 
Period, Exclusive of the First 24 Hours) Between All Obstetric Dis- 
charges After Delivery July-December, 1956, and All Discharges After 
Live Birth January-April, 1958 


React 


ion in Postpartum 


Number with Rate of 

Number of Puerperal Morbidity / 

Year Race Patients Morbidity 100 Patients 
1956 White 325 42 13.1* 
Negro 2,186 329 15.17 

Total 2,511 371 14.7 

1958 White 202 35 17.3* 
Negro 1,385 259 18.77 
Total 1,587 294 18.5f 


* Difference between white puerperal morbidity rates 1956-1958 are not significant. 
+ Difference between Negro puerperal morbidity rates 1956-1958 are significant, P less than 0.01. 
t Difference between total puerperal morbidity rates 1956-1958 are significant, P less than 0.01. 
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Table 7—Hospital A: Per cent of Patients Having Onset of Symptoms of Terminal 
Illness at Specified Time Among All Neonatal Deaths July-December, 1956, and 
January-September, 1958 


Time of Onset of Symptoms of 
Terminal Illness 


Total First Day Day Day Day Total 
Birth Weight Patients 24 hr 1 2-4 5-7 8-27 Per cent 
Less than 1,000 gm 
1956 22 95.4 0 0 0 4.6 100.0 
1958 34 100.0 0 0 0 0 100.0 
1,000-2,500 gm 
1956 30 86.7 0 3.3 0 10.0 100.0 
1958 66 57.6 6.1 25.8 9.1 15 100.0 
Over 2,500 gm 
1956 7 42.8 25.5 0 14.3 14.3 99.9 
1958 31 54.8 0 32.0 3.2 9.6 99.6 
Only difference of significance noted was in the 1,000-2,500 gram infants, P less than 0.01. 


Table 8—Hospital A: Neonatal Life Tables, July-December, 1956. and January- 
September, 1958, Premature Infants (1,001-2,500 gm) and Mature Infants (over 
2,500 gm) 


1956 1958 


Number Alive Death Number Alive Death 
at Onset Number of Rate/1,000 at Onset Number of Rate/1,000 
of Interval Deaths at Risk of Interval Deaths at Risk 


Premature (1,001-2.500 gm) Infants 


First 24 hours 318 19 60 530 14 26 

Day 1 299 3 10 516 5 10 

2 296 l 3 511 6 12 

3 295 0 0 505 9 18 

4 295 1 3 496 6 12 

5-6 294 l 3 490 ll 22 

7-13 293 2 7 479 16 33 

14-20 291 2 7 463 2 4 

21-27 289 1 3 461 1 2 

28 288 - 460 ows 

Mature (over 2,500 gm) Infants 

First 24 hours 2,136 2 1 3,361 8 2 

Day 1 2,134 0 0 3,353 0 0 

2 2,134 2 1 3,353 0 0 

3 2,132 0 0 3,353 4 1 

4 2,132 1 0.5 3,349 7 2 

5-6 2.131 0 0 3,342 6 2 

7-13 2,131 0 0 3,336 4 1 
14-20 2,131 2 1 3,332 1 0.3 
21-27 2,129 0 0 3,331 1 0.3 

28 — 3,330 
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Table 9—Hospital A: € 


nN 
be 


Type of Antibiotic Administered 


Dosage in 


Dosage of 50 


Unknown 


Antibiotic 


Albamycin 


Polymyxin 


Erythro- 
mycin 


Excess of 
50 mgm/kgm 


mgm/kgm 


or Less 


Tetra- 
cycline 


Penicillin Streptomycin 


None 


Birth Weight 
Less than 1,000 gm 


N 


1956 
1958 


1,000-2,500 gm 


0 


0 


1956 


1958 


2,500 and over 


407 


2t 


52 


0 


N 


1956 
1958 


10 


23 


t Indicates a significant difference, P less than 0.01. 


* Many infants received more than one drug. 


2. Influence of Maternal Postpartum Infection 


The incidence and etiology of fever 
in the postpartum period was correlated 
with the neonatal outcome, as is shown 
in Tables 5 and 6. The higher neo- 
natal mortality rates observed in Negro 
infants whose mothers had fever in the 
puerperal period are statistically sig- 
nificant, P is less than 0.05. It is 
also important to note that the higher 
incidence of puerperal morbidity among 
Negro patients during the study period 
as compared with the control era is 
statistically significant, P less than 0.01, 
Table 7. Additional data suggested that 
this rise in Negro maternal morbidity 
was due to significant increases (P less 
than 0.01) in the incidence of “one-day 
fever” and “other, unspecified causes” 
of postpartum fever, and not to any 
increased incidence in the diagnosis of 
endometritis. These facts lead to the 
hypothesis that during 1958, as com- 
pared to the control period, there was 
possibly present in the obstetric depart- 
ment or the community an unfavorable 
agent (perhaps bacterial, viral, or other) 
which produced a febrile reaction in 
certain mothers in the postpartum 
period, and may have been responsible 
for the neonatal death of some of their 
infants. Such an agent was not de- 
tectable by routine laboratory studies 
performed on febrile mothers. 


3. Influence of Postnatal Factors 


Evaluation of the course of life, as 
well as laboratory and autopsy findings 
of all neonatal deaths during the first 
nine months of 1958, and during a 
control period in 1956, indicated that 
differences of statistical significance 
were found principally in the pre- 
mature (1,001-2,500 gm) infants, al- 
though similar trends were frequently 
observed among the more mature babies. 
These differences suggest that in 1958, 
there may have been an agent (possibly 
infectious, or drug, or environmental) 
active in the postnatal period which 
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was responsible for at least a portion 


of the excess neonatal deaths. 


This 


conclusion was based upon the following 
observations: 


Premature infants dying in 1958 showed 
less incidence of respiratory distress at the 
time of initial examination than similar 
infants dying in 1956, P less than 0.01. 


. These infants were older at the time of 


onset of symptoms of terminal illness and 
at the time of death than the control in- 
fants—in both instances the value of P for 
the observed difference was less than 0.01. 
These data are presented in Tables 7 
and 8. 


Premature infants dying in 1958 also more 
frequently showed respiratory pathology at 
autopsy than their controls. 


. These infants also showed interesting dif- 


ferences in the pattern of antibiotic admin- 
istration, as compared with controls—this 
information is presented in Table 9. Since 
it was felt that death within the first 24 
hours of life was in most instances inde- 
pendent of antibiotic therapy, the adminis- 
tration of these drugs to infants surviving 
at least 24 hours was considered. No 
significant differences were noted between 
the per cent of such infants receiving anti- 
biotic therapy in 1958 compared with 1956. 
When the various types of antibiotics ad- 


' Table 10—Hospital A: Neonatal Mortality Rates of All Liveborn Infants 
: Weighing 1,501-2,500 gm July-December, 1958, and January-June, 
i 1959; Dosage of Chloramphenicol Was Reduced from an Average of 
| 100 mgm/kgm/24 Hours to Less Than 25 mgm/kgm/24 Hours in 


January, 1959 

Death 

Rate/1,000 

' Time Total Births Lived Died Live Births 

July-December, 1958 342 307 35 102* 

i January-June, 1959 368 350 18 49* 
Total 710 657 53 74 


' * This difference is significant, P less than 0.01. 


Table 11—Hospital B: Neonatal Mortality Rates Among All Obstetrical 
Discharges After Live Birth—Race Specific 
Neonatal 
Live Neonatal Death 
Time Race Births Deaths  Rate/1,000 
January 1-December 31, 1956 White 1,616 24 15* 
Negro 1,530 40 267 
Total 3,146 64 20t 
: January 1-September 30, 1958 White 1,304 31 24* 
' Negro 1,199 39 32t 
Total 2,503 70 28t 
: * Differences between white neonatal deaths, 1956 and 1958, are not significant. 
' + Differences between Negro neonatal deaths, 1956 and 1958, are not significant. 
} Differences between total neonatal deaths, 1956 and 1958, are significant, P less than 0.10. 
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Expected Neonatal Deaths, Includ 


1956 Neonatal Mortality Rates and Percentage 


= 


Expected Number 
of Deaths from 


Number of Expected 


Difference 


in Number Deaths Deaths 


of Deaths 


Total Neo- 


natal Mortality 


1956 


Number of Deaths 


nber of Births 


anuary-September, 


1958 


Difference 


Under 
1,000 gm* 


Under 


1,000 gm 


1958 


in 


Rate 


January-September, 
195 


1958 


Je 
Je 


Race 


19 13 + 6 
10 


+7 


32 


1,199 


1,304 


Negro 


19 


White 


+12 


17 


51 +19 


503 


» 


Total 


* Assuming 1956 weight distribution and 1958 weight specific mortality rate. 


ministered to infants who survived the 
first 24 hours but subsequently died in the 
neonatal period were considered, only two 
statistically significant differences in the 
1956-1958 weight specific comparisons were 
noted, namely: (1) a decrease in the use 
of streptomycin in prematures in 1958 (P 
less than 0.01); (2) an increase in the 
use of chloramphenicol in doses in excess 
of 50 mgm/kgm/24 hours in prematures in 
1958. 


This fact was felt to be of particular 
interest in the light of recent reports®-* 
suggesting that chloramphenicol in doses 
in excess of 50 mgm/kgm/24 hours 
may be toxic and at times fatal to 
small infants because of their poor 
ability to convert and excrete it. De- 
tailed review of the charts suggested 
that at least five infants receiving chlor- 
amphenicol for minor illness developed 
a clinical course typical of that de- 
scribed in chloramphenicol toxicity and 
failed to show any significant pathologi- 
cal alterations at necropsy. Although 
the evidence presented here is inade- 
quate to explain the rise in neonatal 
mortality rates on toxicity due to chlor- 
amphenicol, there is reason to consider 
this factor a “lead.” It has been pos- 
sible, since the original preparation of 
this report, to examine premature neo- 
natal mortality records at this hospital 
for the six months immediately pre- 
ceding and following the alteration of 
the standard therapeutic dosage of chlor- 
amphenicol to 20 mgm/kgm/24 hours. 
To the best of our knowledge no other 
changes in management of the nursery 
or criteria for drug administration have 
been instituted during this period. Table 
10 shows the fall in premature mor- 
tality rates subsequent to the reduction 
in dosage of chloramphenicol—this is 
presented only as circumstantial evi- 
dence and, at the present time, one is 
not justified in concluding that there 
is a direct relationship between high 
neonatal mortality in Baltimore and 
what is now felt to be excessive doses of 
chloramphenicol. 
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Hospital B admits both private pa- 
tients of staff physicians and ward pa- 
tients who have been followed regularly 
in the hospital obstetrical clinic. This 
hospital also serves as a referral agency 
and thus receives a certain proportion 
of patients with complications and a 
greater prospect of a poor fetal out- 
come. Overcrowding is not so great a 
problem here. Table 11 shows a moder- 
ate rise in the neonatal mortality rate 
at this hospital in 1958. Analyses of 
the records here indicated that nearly 
70 per cent of the rise in neonatal 
mortality could be explained by an in- 
crease in the number of immature (less 
than 1,000 gm) births and deaths, as 
shown in Table 12. This is an apparent 
consequence of a particular interest in 
the treatment of habitual aborters at 
this institution. 

There was no evidence to suggest that 
there was any significant increase in 
deaths due to infection or other illness 
acquired in the nursery. 


Summary 


In summary, this study of neonatal 
mortality in several Baltimore hospitals 
revealed certain conditions worth more 
intensive consideration. At Hospital A, 
it was noted that there were possible 
direct relationships between the rise in 
neonatal mortality and the following 
factors: 


1. a rise in the proportion of patients failing 
to seek prenatal care; 


an increase in the incidence of puerperal 

morbidity ; 

3. a change in the age distribution of the 
neonatal deaths with an increase in the 
proportion of infants becoming ill and 
subsequently dying after the first 48 hours 
of life; 

4. an excess dosage of chloramphenicol in the 

newborn, particularly premature infants. 


In contrast, these factors played no 
significant role in the increase in neo- 
natal mortality at Hospital B, where 
a rise in the number of immature de- 
liveries alone was sufficient to account 
for their slightly elevated neonatal mor- 
tality rate. 
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Comparative pathology and medicine may throw light on problems of 


human health. This study presents data on the prevalence and 


types of spontaneous cardiovascular disease in 3,000 dogs 


of all ages. 


Screening methods are discussed. Possible 


factors for epidemiological study are also touched on. 


THE PREVALENCE OF SPONTANEOUSLY OCCURRING 
CARDIOVASCULAR DISEASE IN DOGS 


D. K. Detweiler, V.M.D.: D. F. Patterson, 
M.P.H. 


REVIOUS studies at the Veterinary 

Clinic and Hospital of the Univer- 
sity of Pennsylvania’ indicated that 
the prevalence in dogs of diseases of the 
heart and blood vessels was consid- 
erably greater than generally suspected. 
Accordingly, in early 1958 a study was 
undertaken to determine the prevalence 
and types of spontaneous cardiovascular 
disease occurring in dogs of all ages 
presented to the Veterinary Clinic and 


Hospital. 


Literature 


In 1925 Ackerknecht'? reviewed the 
existing literature on cardiac disease in 
domestic animals and together with 
Krause’ covered the diseases of blood 
vessels four years later. Since most of 
the papers dealing with heart disease 
in dogs which have appeared in the 
decades following these reviews have 
been referred to in previous publica- 
tions,'-"™ only a few will be cited here. 

Lannek’s studies on the dog electro- 
cardiogram'* have served as the basis 
for clinical work in dogs since 1949. 
In 1952 Detweiler' summarized the ex- 


D.V.M.; K. Hubben, V.M.D.; and R. P. Botts, 


isting knowledge and reported the re- 
sults of several years of clinical study. 
Dahme™ in 1957 reviewed the litera- 
ture on arterial disease in dogs and 
reported original studies on the types of 
vascular disease occurring in dogs with 
chronic interstitial nephritis. sum- 
mary of the clinical aspects of cardio- 
vascular disease in dogs appeared re- 
cently."! An analysis of the first 1.000 
dogs screened in this study has been 
published."® 


Methods 


Since a detailed account of the 
methods employed has already been pub- 
lished.'® only a brief description will be 
given here. 


Electrocardiography - Both direct 
writing and photographic recording 


electrocardiographs are employed. Stand- 
ard limb leads, augmented unipolar limb 
leads, and four thoracic leads are taken 
routinely. 

Phonocardiography Conventional 
phonocardiograms and audiovisual rec- 
ords on tape are taken on selected cases. 

Auscultation—The established auscul- 
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tation areas of the heart (mitral, tri- 
cuspid, aortic, and pulmonic valve 
areas'') are ausculted with a binaural 
stethoscope. Murmurs are graded ac- 
cording to intensity into five categorie 
Grade | comprising the faintest audible 
ones and Grade V those which can still 
be heard with the stethoscope chest 
piece removed a few mm from the chest 
wall. 

Palpation of the Precordium—The 
cardiac region is palpated on each side 
of the chest to detect gross changes in 
the position of the heart, to locate thrills, 
and to detect abnormal arrhythmias. 

Palpation of the Femoral Arteries— 
The femoral arteries are palpated simul- 
taneously, and the relative character of 
the pulse in each is noted. 

Blood Pressure Determination—Em- 
ploying a sensitive capacitance micro- 
phone, the earliest appearance of a 
pulse wave below an inflatable cuff is 
used to determine the systolic blood 
pressure. In some cases, blood pres- 
sure is determined by direct puncture 
of the femoral artery or with the auscul- 
tatory or palpatory method using a Riva 
Rocci cuff applied to the hind leg above 
the tarsus and palpating or ausculting 
the dorsal pedal artery. 

Roentgenography — Dorsoventral and 
lateral thoracic roentgenograms are 
taken at a target-film distance of 36 
inches. 

Angiocardiography — Cardiac cathe- 
terization is ordinarily carried out under 
pentobarbital sodium anesthesia. Radio- 
paque contrast medium (Hypaque—M 
90 per cent, brand of Diatrizoate, Win- 
throp Laboratories) is given in a dose 
of 0.5 ml per pound of body weight by 
rapid injection with a Gidlund High 
Pressure Injector (Elema, Stockholm). 
Angiocardiograms are made using a 
Westinghouse Cine-Fluorex with a five- 
inch screen. Occasionally, angiocardio- 
grams are made without special ap- 
paratus. An 18-gauge needle is inserted 
into the jugular vein. The radioopaque 
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material is injected rapidly and one or 
two roentgenograms are taken as quickly 
as possible after the injection. 

Clinical Laboratory Work — The 
methods for hemograms, hemoglobin de- 
terminations, hematocrits, sedimenta- 
tion rates, urinalyses, blood chemical 
determinations, and microfilaria detec- 
tion. are standard. 

Screening Procedure—All dogs en- 
tering the Veterinary Clinic each day 
are examined. The examination consists 
of the following: (1) auscultation of the 
mitral, tricuspid, aortic and pulmonic 
valve areas; (2) palpation of the pre- 
cordium; (3) palpation of the femoral 
arteries; and (4) registration of a 
single semiunipolar precordial lead elec- 
trocardiogram. 

Classification of Dogs Based on 
Screening Results—Each animal is 
placed in one of the following four cate- 
gories: (1) No Heart Disease. This 
category includes all dogs in which no 
evidence of heart disease is discovered, 
and in which no condition known to 
cause heart disease is present. (2) Heart 
Disease. When dependable signs of 
heart disease are observed, cases are 
placed in this category. (3) Possible 
Heart Disease. Animals with signs sug- 
gesting cardiac involvement but not pre- 
senting dependable signs of heart dis- 
ease are placed in this category. (4) 
Potential Heart Disease. Animals in 
which no signs of heart disease are 
present, but which have disease condi- 
tions (e.g., heartworm, severe anemia, 
hypertension) capable of producing 
heart disease, are placed in this category. 

Dependable Signs of Heart Disease— 
The signs accepted as reliable evidence 
of heart disease are: (1) A Grade IV 
or greater systolic murmur; (2) a 
Grade III systolic murmur in the ab- 
sence of anemia (anemic murmurs have 
not been present at hemoglobin levels 
above six grams per 100 ml of blood, 
although the accepted normal range for 
dogs in our clinic is between 12 and 
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16 gm per 100 ml); (3) a diastolic 
murmur; (4) a palpable precordial 
thrill; (5) generalized venous engorge- 
ment; (6) atrial fibrillation or flutter; 
(7) paroxysmal ventricular tachycardia; 
(8) atrial or ventricular extrasystoles 
consistently present and of frequent oc- 
currence; (9) complete atrioventricular 
block; (10) left bundle branch block; 
(11) electrocardiographic right ven- 
tricular enlargement pattern; (12) 
radiographic evidence of gross heart 
enlargement, enlargement of one or 
more chambers, or pericardial effusion. 

When one or more of the foregoing 
signs are present, the dog is placed 
in the heart disease category and fur- 
ther confirmatory studies are carried 
out at a later time. 

Signs Suggestive of Heart Disease— 
Animals exhibiting signs suggestive of 
heart disease are examined further. 
Examples of such signs are: (1) A 
Grade I or Grade II systolic murmur: 
(2) ascites with or without limb edema: 
(3) radiographic evidence of borderline 
cardiac enlargement; (4) incomplete 
atrioventricular block; (5) electrocar- 
diographic RS-T segment shifts of 0.2 
millivolts or greater; (6) markedly di- 
minished or absent pulsation in one or 
both femoral arteries. 

In some cases, the presence of two 
or more signs suggestive of heart dis- 
ease, when considered together, is taken 
as confirmation of cardiac involvement. 
An example of this is the finding of 
a Grade II systolic murmur at the 
mitral valve area in the absence of 
anemia, accompanied by roentgeno- 
grams indicating borderline left ven- 
tricular and left atrial enlargement. 

Post-Mortem Examination—Necropsy 
procedure as outlined by Coffin’? is 
followed. For histopathological exami- 
nation of heart tissue, blocks are selected 
as recommended by the Armed Forces 
Institute of Pathology.’® All organs are 
examined and histopathological sections 
made of the visceral organs. genitalia 


Table 1—Results of Screening 3,000 
Dogs for Cardiovascular Disease and 
Final Distribution after Clinical Con- 
firming Studies and Necropsy Ex- 
aminations 


Screen Final 
Category Result Distribution 
I. No heart disease 2,336 2,373 
II. Heart disease 207 290 
III. Possible heart 
disease 441 322 
IV. Potential heart 
disease 16 15 
Total 3.000 3,000 
thyroid, parathyroid, adrenal gland, 
brain, and spinal cord. In addition 


to hematoxylin and eosin, special stains 
for fat, elastic tissue, connective tissue, 
and muscle are employed in selected 
cases. 


Results 


Clinical Examination—Table 1 pre- 
sents the results of the initial screening 
procedure on 3.000 dogs and the final 
distribution in the four categories after 
clinical confirming studies and_post- 
mortem examination had been com- 
pleted. 

The data given in Table 1 will re- 
quire future revision since some of the 
cases will be studied further clinically 
and for certain individuals necropsy 
findings will become available. 

Of the four procedures employed 
in screening, auscultation revealed ab- 
normalities (murmurs, pathological ar- 
rhythmias) most often. The single lead 
electrocardiogram was next most im- 
portant in detecting heart disease (ar- 
rhythmias, RS-T segment shifts. right 
heart enlargement pattern, low ampli- 
tude, atrioventricular conduction de- 
lays). Palpation of the precordium was 
useful in a few cases (thrills. cardiac 
displacement or enlargement) while pal- 
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pation of the femoral arteries failed to 
add any cases to the series from among 
these 3,000 dogs. However, in the 
subsequent 1,000 dogs examined two 
cases of thrombosis (one ilial and one 
aortic) were found. 

The relative importance of individual 
confirming studies in the final diag- 
nostic classification was about equally 
divided between radiography (thoracic 
roentgenograms angiocardiogra- 
phy) and electrocardiography (10 lead 
electrocardiograms). Post-mortem ex- 
amination was of final significance, of 
course, in all cases necropsied. 

Types of Heart Disease Diagnosed— 
Table 2 presents the distribution of 
clinical and/or post-mortem diagnoses 
in the 290 dogs which had definite 
signs of heart disease. 

The term chronic valvular disease re- 
fers to the most common macroscopic 
valvular lesion found on post-mortem 
examination in dogs which have car- 
diac murmurs during life. Typically, 
the valves are thickened with more or 


Table 2—Types of Heart Disease Found 
Among 3,000 Dogs Screened (Clinical 
and/or Post-Mortem Diagnoses) 


Congenital Heart Disease 15 
Pulmonic stenosis 
Patent ductus arteriosus 
Aortic stenosis 
Interventricular septal 

defect 1 
Tetralogy of Fallot bs 


Acquired Heart Disease 275 
Chronic valvular disease 143 
Myocardial disease 35 
Chronic valvular disease 

and myocardial 

disease 67 
Other (chronic cor 

pulmonale, metastatic 

neoplasms, heart base 

tumors and 

undiagnosed) 30 


Total 290 
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less deformity and distortion of the 
free edges and surfaces. The atrio- 
ventricular valves are most commonly 
affected, the mitral more often than the 
tricuspid. Often marked deformity oc- 
curs and valvular insufficiency results. 
Valvular stenosis is rare and very sel- 
dom of clinical significance. The aortic 
and pulmonic valves are occasionally 
affected in that order, but only rarely 
is the damage severe enough to pro- 
duce serious interference with the val- 
vular action although murmurs in these 
valve areas are sometimes audible and 
can be correlated with valve changes. 
On _ histological examination the dis- 
eased valves are seen to be thickened 
by fibrous proliferation with edema and 
mucinous degeneration. 

The term myocardial disease includes 
degenerative, inflammatory, and necrotic 
lesions which, when present, are usually 
found distributed throughout the myo- 
cardium. The degenerative lesions and 
necrotic lesions, some of which are in 
various stages of repair, are often asso- 
ciated with changes in the small coro- 
nary arteries which will be described 
under Post-Mortem Findings. 

The term cor pulmonale is used for 
those cases of right ventricular enlarge- 
ment resulting from disordered pulmo- 
nary circulation." Clinically, the diag- 
nosis is based on the finding of electro- 
cardiographic and/or roentgenographic 
evidence of right ventricular enlarge- 
ment and the presence of abnorr:ally 
large pulmonary artery branches in 
thoracic roentgenograms. Not _ infre- 
quently such changes are associated with 
heavy infestations of Dirofilaria immitis 
in the right heart and pulmonary ar- 
teries. 

Post-Mortem Findings — Although 
many of the 290 dogs with heart disease 
have been necropsied, the results have 
been assembled from only 51 to date. 
In addition data are available from 128 
other dogs necropsied but not studied 
clinically.'® 
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Table 3—Comparison of Clinical and Post-Mortem Diagnoses in 51 Animals Necropsied 


No. of 


No. of 
Clinical Diagnosis Animals Post-Mortem Diagnosis Animals 
Congenital pulmonic stenosis 1 Congenital pulmonic stenosis l 
Venous-arterial shunt 1 Patent ductus arteriosus 1 
Chronic valvular disease 1 
Chronic valvular and myocardial 
Chronic valvular disease 10 disease 7 
Congenital pulmonic stenosis and 
chronic valvular disease l 
No heart disease 1 
Chronic valvular and myocardial 
disease 10 
Myocardial disease 14 Metastatic tumors involving the 
heart 2 
| Acute myocarditis and epicarditis 1 
Focal purulent myocarditis 
Chronic valvular and myocardial 
disease 9 
Chronic valvular and myocardial Patent foramen ovale and chronic 
disease ll valvular and myocardial disease 1 
Acute valvular endocarditis and 
chronic myocardial disease 
Pericardial effusion 1 Acute myocarditis, epicarditis : 1 
Pleural effusion 1 Aortic body tumor 1 
Cor pulmonale 2 Dirofilaria immitis infestation 2 
QRS axis abnormality l No heart disease 1 
No heart disease 9 Chronic valvular and myocardial 
disease 8 
| Chronic myocardial disease 1 
51 51 


Table 3 compares the post-mortem 
and clinical diagnoses in the group of 
51 examined clinically before 
necropsy. 

Two cases of congenital, valvular pul- 
monic stenosis were necropsied. One 
of these animals died at the age of 
five months; the second lived until two 
years of age. The younger animal was 
diagnosed correctly on the basis of 
clinical findings, while the older dog 
was believed to have tricuspid and 


dogs 


mitral valvular insufficiency due to 
chronic valvular disease. Post-mortem 
examination revealed chronic valvular 


disease involving both atrioventricular 
valves as well as congenital stenosis 
of the pulmonic valve in the latter case. 

A three-year-old Cocker Spaniel with 
polycythemia was thought to have a 
venous-arterial shunt, on the basis of 
blood oxygen saturation studies. Elec- 
trocardiographic and roentgenographic 
evidences of right ventricular hyper- 
trophy were present, but no murmurs 
were heard despite repeated ausculta- 
tion. The animal died before angio- 
cardiographic studies could be made. 
At necropsy, a patent ductus arteriosus 
with a lumen as large as that of the 
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aorta was observed. The right ventricle 
was greatly hypertrophied. The flow 
of blood through this shunt was from 
right to left. Evidently, turbulence suff- 
cient to produce a murmur was not 
present during the period this dog was 
under observation. 

In a 14-year-old, male, German Shep- 
herd, presented because of ascites and 
signs of pulmonary congestion, a clini- 
cal diagnosis of mitral and_ tricuspid 
insufficiency secondary to chronic val- 
vular disease was made. The animal 
was treated for seven months, but de- 
stroyed because of signs of progressive 
pulmonary congestion which developed 
after the onset of atrial fibrillation. 
Chronic valvular and myocardial disease 
and a large, patent foramen ovale were 
observed on necropsy. 

Only one animal necropsied had 
chronic valvular disease without signifi- 
cant myocardial disease. One animal 
had chronic myocardial disease unac- 
companied by valve changes. In the 
latter case, no evidence of heart disease 
was detected during the screening ex- 
amination, 

Chronic valvular disease and chronic 
myocardial disease were observed to- 
gether in 34 of the 51 animals necrop- 
sied. Of these. nine had clinical signs 
of both valvular and myocardial dam- 
age. Ten had clinical signs of myo- 
cardial disease alone, while seven had 
signs of valvular disease alone. Eight 
dogs showed no evidence of heart dis- 
ease when screened, but had myocardial 
and valvular lesions when necropsied. 

Acute bacterial valvular endocarditis 
was present in one dog together with 
chronic myocardial lesions. The clinical 
diagnosis in this case had been chronic 
valvular and myocardial disease. 

Acute myocardial lesions were ob- 
served in three of the dogs necropsied. 
Two had acute myocarditis and epi- 
carditis, while one had focal puru- 
lent myocarditis. Electrocardiographic 
changes suggesting myocardial disease 
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were observed in two, while the third 
had auscultatory and radiographic signs 
of pericardial effusion. Hydropericar- 
dium as well as myocarditis and epi- 
carditis was observed at necropsy in 
the latter. Heartworms  (Dirofilaria 
immitis) were observed in the right 
ventricle and pulmonary arteries of two 
of the dogs necropsied. Both had clini- 
cal signs of cor pulmonale. 

One eight-year-old German Shepherd 
presented with a massive pleural effu- 
sion had a heart base tumor which 
surrounded the anterior vena cave, pul- 
monary artery, and aorta. 

Metastatic tumors were observed in 
the hearts of two dogs, both of which 
had electrocardiographic changes sug- 
gesting myocardial disease. 

Two dogs, which were classified clini- 
cally under Category III, Possible Heart 
Disease, had no heart lesions on post- 
mortem examination. One was suspected 
of having chronic valvular disease on 
the basis of a low grade systolic mur- 
mur. The other had a QRS axis deviation 
which was believed to be abnormal, 
but has since been shown to be a nor- 
mal variation owing to chest confor- 
mation. 

The clinical diagnosis of valvular 
lesions was correct in 19 of 21 cases 
necropsied. Only one animal in which 
a clinical diagnosis of chronic valvular 
disease was made had no valve lesions 
on post-mortem examination. One had 
subacute bacterial valvular endocarditis. 
Since all grossly visible valvular lesions 
were considered in the post-mortem 
diagnosis. mild deformities of the valves, 
not advanced enough to produce val- 
vular insufficiency, account for failure 
to detect the valvular change clinically 
in 18 of 35 dogs which had valvular 
and myocardial lesions at necropsy. The 
diagnosis of valvular lesions was based 
upon the detection and location of mur- 
murs on auscultation of the heart and, 
in some cases, on the palpation of thrills 
in the precordial region. 
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Table 4—Summary of Principal Post- 
Mortem Findings in 69 Canine Hearts 


No. of 
Structures and Lesions Hearts 
Coronary Arteries 
Thickened with narrowed lumen 54 
Large thrombi 2 
Emboli l 
Degeneration 6 
Acute inflammation 4 
Pericardium 
Hydropericardium 3 
Hemopericardium 2 
Subacute inflammation 1 
Myocardium 
Acute inflammation 4 
Abscess 1 
Hemorrhage 13 
Hypertrophy 9 
Degeneration 27 
Necrosis 17 
Metastatic tumor 
Endocardium 
Acute inflammation l 
Subacute inflammation 2 
Left AV Valve 
Fibrosis 20 
Subacute inflammation 2 
Cyst 1 
Right AV Valve 
Fibrosis 3 
Subacute inflammation 2 
Cyst 
Left and Right AV Valves 
Fibrosis 16 
Pulmonic Valve 
Acute inflammation 2 
Cyst 1 
Stenosis 2 
Aortic Valve 0 
Total for All Valves 
Fibrosis 39 
Subacute inflammation 4 
Acute inflammation 2 
Cyst 6 
Stenosis 2 
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Myocardial disease was detected clini- 
cally in 25 of 42 dogs which had myo- 
cardial disease at necropsy, including 
acute and chronic lesions and metastatic 
tumors involving the heart. Most clini- 
cal diagnoses of myocardial disease were 
made on the basis of electrocardio- 
graphic abnormaiities such as atrial 
fibrillation, ventricular extrasystoles, left 
bundle branch block, and RS-T segment 
deviations. Although only about half 
of the dogs which had myocardial dis- 
ease at necropsy had clinical evidence 
of the lesions, in each case in which 
a clinical diagnosis of myocardial dis- 
ease was made, significant gross micro- 
scopic lesions were observed on_post- 
mortem examination. 

The results of post-mortem findings 
of hearts from 69 dogs from which 
tissues were submitted to histological 
study are presented in Table 4. 

Thickening of the cusps of the atrio- 
ventricular valves was a common find- 
ing. Thirty-nine examples of this lesion 
were noted, of which 36 involved the 
mitral valve. This lesion is nodular, 
smooth, firm, and usually located at 
the free margin of the cusp involved. 
In the more advanced examples the 
cusps bulge convexly toward the atrial 
surface. This serves to curl under the 
free margin of the cusp and to effec- 
tively shorten the chordae tendinae by 
bending under those attached at the 
margin. In many instances it appears 
that the deformity with the accom- 
panying malformation and stiffening of 
the cusps would have allowed regurgita- 
tion through the valve ring during life. 
The chordae tendinae usually are not 
thickened or altered in any other way. 
Exceptionally, in a few dogs with ad- 
vanced valvular involvement marked 
thickening and shortening of the chordae 
tendinae has been observed. Microscopi- 
cally these cusps are thickened by 
fibrous proliferation with edema and 
mucinous degeneration. 

In contrast to the frequency of the 
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fibrotic or chronic valvular lesions, acute 
inflammatory changes were encountered 
in only two cases, subacute changes 
in four cases. In addition, subacute 
or acute mural endocarditis, not re- 
lated to valvular inflammation, was 
noted in three hearts and acute myo- 
carditis, or abscess formation in four. 
In one of the latter four hearts acute 
inflammation of the pulmonic valve was 
also present. 

Cardiac hypertrophy was diagnosed 
in nine cases, eight of which also had 
fibrotic thickening of the atrioventricu- 
lar valves. 

Cardiac dilatation was diagnosed in 
15 cases, five of which also revealed 
foci of myocardial necrosis. Grossly. 
the diagnosis of cardiac dilatation was 
based on the finding of enlarged cavern- 
ous ventricular chambers, flattened 
papillary muscles, and thin ventricular 
walls. Microscopically in dilatation the 
myocardial fibers are thin and certain 
groups are wrinkled or curled as though 
their attachment has ruptured. Cardiac 
dilatation was most frequently noted in 
the right ventricle and in many in- 
stances thought to be a terminal episode. 

Small foci of myocardial necrosis in 
various stages of resorption and scar 
formation were found in 17 canine 
hearts. Some were not visible or went 
undetected during gross examination. 
Depending on their age and degree of 
healing, other necrotic foci were reddish 
brown or grey and opaque. They varied 
in texture from soft and friable to firm 
and even gritty in some _ instances. 
Microscopically these lesions are char- 
acterized by myocardial necrosis, in- 
filtration by monocytes, fibrosis, and 
calcification of necrotic myocardium. 
Congestion and hemorrhage are often 
seen in and adjacent to the necrotic 
areas. There is some variation in size 
and etiology. Thrombosis, embolism by 
blood clots, or tumor cells are some of 
the more apparent causes. Arterioscle- 
rotic narrowing of arterial lumens is 


FEBRUARY, 1961 


probably responsible for some others. 
In such instances the variation in size 
is undoubtedly related to the magnitude 
of the vessel occluded. The possibility 
that some unknown agent may directly 
damage the myocardium, producing 
these lesions, cannot be ruled out. These 
necrotic foci are not large, but fre- 
quently multiple and scattered through- 
out the myocardium. In 14 cases the 
lesions were located in the myocardium 
of the left ventricular wall and anterior 
papillary muscle. Four did not involve 
the papillary muscle but often were ad- 
jacent to this area and four others were 
limited to the papillary muscle. Both 
left and right ventricle were involved 
in only one case and the change was 
limited to right ventricle in two cases. 
This is an insufficient number of cases 
from which to draw any conclusions 
concerning sites particularly prone to 
this process. 

Fifteen of these hearts also evidenced 
arterial thickening with narrowing of 
the lumen upon microscopic examina- 
tion. The vessels changed were always 
small intramyocardial branches of the 
coronary arteries. Thirteen of the 17 
hearts also revealed fibrous thickening 
of the atrioventricular valves. 

Degenerative changes in the myocar- 
dial fibers less severe than actual necrosis 
were observed in 27 cases. The myo- 
cardium in these cases is pale, grey. 
and parboiled in appearance. Micro- 
scopically, the cells are swollen, the 
cytoplasm is granular and the striations 
are not clear (cloudy swelling). Nuclear 
changes are not prominent in these cells. 

The most commonly encountered 
lesion was arterial thickening, limited 
to intramyocardial arterioles and small 
arteries. This microscopic lesion was 
seen in 54 of the hearts. In this series, 
the medium-sized surface coronary ar- 
teries were free of lesions. The two 
types of change seen in the intramural 
vessels are hyaline arteriolosclerosis and 
hyperplastic arteriolosclerosis. The latter 


type is sometimes further divided into 
medial and intimal arteriolosclerosis. In 
the hyaline form of arteriolosclerosis an 
amorphous, eosinophilic material is pres- 
ent which markedly thickens the arterial 
wall and reduces the lumen. There is a 
loss of cellular detail except in the 
covering endothelium and the adventi- 
tial portion. Elastic, muscular, and 
fibroblastic elements are not differen- 
tiated even with special stains. The 
hyperplastic variety of arteriolosclerosis 
has an increased cellularity evident in 
the wall, apparently the result of pro- 
liferation of endothelial cells, subintimal 
fibroblasts and the smooth muscle cells 
of the media. Gradations between the 
hyaline and hyperplastic form are com- 
mon. In these arteries the wall may be 
hyalinized in a small focal portion or 
around the circumference in the inner 
medial layers. Of the 54 hearts in 
which arterial changes were found, the 
arteries of 19 were thickened as a re- 
sult of hyperplastic arteriolosclerosis with 
varying degrees of hyaline change. 
Arterial cushions infre- 
quently seen in small coronary arteries 
and arterioles. On cross-section these 
structures are usually wide at the base 
and taper to a rounded blunt tip, some- 
times occluding much of the vessel. 
These cushions are eosinophilic, amor- 
phous, covered by a layer of endothe- 
lium and contain varying numbers of 
nuclei. The nuclei are round or oval 
on cross-section or oblong and oval on 
longitudinal section. They are either 
darkly basophilic or pale centrally, with 
no visible nucleoli. Elastic stains have 
demonstrated that the elastic membrane 
below these structures is fragmented and 
in some examples forms a network with- 
in the cushion. Some of the hearts 
with arterioles thickened by hyaline ar- 
teriolar sclerosis exhibit hyaline changes 
in these cushions as well as in the ar- 
terial wall. In these instances, the 
elastic tissue is absent or condensed 
into an irregular-shaped mass near the 
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base of the cushion. These structures 
are consistently negative for Weigert’s 
fibrin stain. With Masson’s Trichrome 
stain they vary in their staining quality. 
If relatively heavily nucleated and there 
is no hyaline change in the arterial 
media the cushion stains like smooth 
muscle. If there is hyaline change in 
the arterial media, there is usually hya- 
line change with loss of nuclei in the 
cushion and it stains like hyaline, col- 
lagen, and connective tissue elements. 

These structures are apparently smooth 
muscle and elastic tissue cushions aris- 
ing from the arterial wall. The opinion 
expressed by Dahme’® and Bucher'® is 
that they are normal structures, con- 
taining longitudinally aligned smooth 
muscle. It is apparent from Dahme’s'® 
studies, that these cushions may show 
degenerative and sclerotic change when 
the arteries are diseased. 

Such cushions were found in the 
small arteries in 35 hearts. The distri- 
bution in the left ventricle was in 
papillary muscles alone in eight cases, 
only in areas other than papillary mus- 
cles in six hearts, and in 21 hearts they 
were in vessels in papillary muscles as 
well as other portions of the myocar- 
dium. They were present in the right 
ventricular myocardium in three hearts. 

Sclerotic changes were noted in the 
aorta in six animals. Grossly, the lesions 
were pale yellow, raised, roughened, 
and firm; microscopically, they were 
seen to be the result of intimal pro- 
liferation. They were most frequent 
in the abdominal aorta. All of these 
dogs also had thickening of the media 
in small branches of the coronary ar- 
teries as described in the foregoing. 
There were no lesions resembling ath- 
erosclerosis. Medial thickening of the 
arteries in other organs was also noted, 
but not as advanced as in the coronary 
arteries. Sclerosis of the pulmonary 
artery was seen in six cases. This lesion 
was visible by gross examination of 
the intima of the pulmonary trunk and 
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the origin of the large branches. Four 
of these dogs also had fibrotic mitral 
valves and the fifth had tumor metas- 
tases in the lung. 

Metastatic tumors were noted in the 
myocardium of five hearts. One aortic 
body tumor was found. Blood cysts or 
telangiectasis of the valve were noted 
in six cases. Six hearts contained 
Dirofilaria immitis and there were two 
cases of congenital pulmonic stenosis. 

Age-Specific Prevalence of Heart Dis- 
ease—The age-specific prevalence rates 
of heart disease based on the 3,000 
dogs included in this study are given 
in Table 5. The expected rates of vari- 
ous types of heart disease were com- 
puted for five age groups from the 290 
dogs finally placed in category II. 
Heart Disease. 

The prevalence of all types of ac- 
quired heart disease increases with age. 
In dogs over five years of age brought 
to this clinic at least one in ten and in 
those over 12 years old between three 
and four in ten would be expected to 
have heart disease. 

As expected, congenital heart disease 
is most common in the group under 
four years old. One reason for the 
higher rate of congenital heart disease 
in the one- to four-year-age group than 
in the under one-year group is that 


signs of disease are frequently not ap- 
parent to the owner until the animal 
matures and the cardiac disability be- 
comes relatively more severe. 

The group “other” includes heart- 
worm disease (Dirofilaria immitis). 
heart base tumors, metastatic tumors 
involving the heart, and undiagnosed 
cases. 

Necropsy findings show that both val- 
vular and myocardial lesions are present 
in a higher number of dogs than those 
exhibiting clinical signs of heart dis- 
ease. Thus a study based on necropsy 
findings entirely would undoubtedly give 
a higher prevalence rate in all age 
groups than that reported here. For 
the same reason, the almost invariable 
coexistence of chronic valvular and myo- 
cardial disease in the same hearts which 
was evident in the dogs necropsied. 
is not reflected in Table 5. 


Auscultatory and Electrocardiographic 
Abnormalities 

Murmurs—Based on the location of 
tne area of greatest intensity and tim- 
ing in the cardiac cycle the following 
clinical diagnoses of valvular and other 
disorders have been made (listed in 
order of decreasing frequency): mitral 
insufficiency, tricuspid insufficiency, pul- 
monic stenosis, patent ductus arteriosus, 


Table 5—Prevalence Rates of Heart Disease in Dogs of Various Age Groups—Data 


from 3,000 Dogs 


Age Groups 
(Years) 


Under 1 1-4 5-8 9-12 13 and Older 


(Prevalence Rate per 1,000 Dogs) 


Chronic valvular disease 2.3 14.4 72.0 162.0 214.0 
Myocardial disease 1.2 12.3 9.2 37.5 42.6 

Chronic valvular with myocardial 
disease 0 3.1 13.8 37.5 85.1 
Congenital heart disease 2.3 rh 1.6 0 0 
Other 3.5 10.0 10.7 17.5 25.6 
254.5 367.3 


All types 9.3 47.0 107.3 
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aortic stenosis, and aortic insufficiency. 
For the most part these clinical diag- 
noses have been verified post mortem 
in those dogs necropsied’® and in those 
subjected to angiocardiography or car- 
diac surgery. 

In addition to the foregoing murmurs, 
the systolic murmur of interventricular 
septal defect, systolic and diastolic gal- 
lop sounds, and the atrial or fourth 
heart sound in incomplete atrioventricu- 
lar block with dropped beats have been 
encountered in this series of dogs. 

Systolic murmurs associated with 
anemia have been found, and in all 
questionable cases, the hematocrit is 
determined to verify or identify anemic 
murmurs. 

Correlation with necropsy findings in 
21 cases showed that the clinical diag- 
nosis of a given lesion was correct (i.e., 
the expected lesion found on post-mor- 
tem examination in 19.!° In several of 
these other valves were also involved. 
In one case no valvular lesions were 
present and in a dog with pulmonic 
stenosis and chronic atrioventricular val- 
vular disease, a diagnosis of mitral and 
tricuspid insufficiency had been made 
but the pulmonic lesion had not been 
identified. 

Arrhythmias—A total of 124 abnor- 
mal arrhythmias and conduction dis- 
turbances were identified among 3,000 
dogs. These are listed in Table 6. 

RS-T Segment Deviation—RS-T seg- 
ment deviations exceeding 0.2 mV. in 
limb leads and exceeding —0.3 mV. 
or +0.15 mV. in precordial leads have 
been found in several dogs. Three of 
these were necropsied. Early myocardial 
degeneration and arterial thickening 
were present in all three hearts. 

Right Heart Enlargement Pattern— 
The electrocardiogram from dogs with 
right heart enlargement has been found 
to be characterized by tardy QRS forces 
directed toward the right, resulting in 
marked deviation of the mean electrical 
axis of the QRS complex to the right 


Table 6—Types and Frequency of Oc- 
currence of Spontaneous Abnormal 
Arrhythmias and Conduction Disturb- 
ances in 95 Dogs from a Sample of 
3,000 Dogs 


Ventricular extrasystoles 43 
Atrial extrasystoles 14 
Atrial fibrillation 13 
Incomplete atrioventricular block 12 
Incomplete atrioventricular block 

with dropped beats 12 
Paroxysmal ventricular tachycardia 8 
Ventricular parasystole 4 
Paroxysmal! atrial tachycardia 3 
Atrioventricular nodal extrasystoles 3 
Atrioventricular dissociation 3 
Atrial flutter 2 
Complete heart block 2 
Left bundle branch block 2 
Right bundle branch block 2 
Wolff-Parkinson-White syndrome 1 
Total 124 


and by the presence of large S waves 
in precordial leads over the left ven- 
tricle. 

This pattern, in modified form, is 
also seen in certain breeds with a deep. 
narrow thoracic cage (e.g., Whippet). 
In this group of animals the pattern 
must be considered normal. 

In dogs with a relatively short, wide 
thorax (e.g., English Bulldog) or those 
with the more common conformation 
‘e.g., Cocker Spaniel) the right heart 
enlargement pattern may be correlated 
with enlargement of the right ventricle. 
Such records are found in dogs with 
pulmonic stenosis and severe heartworm 
infestation. 


Discussion 


The screening methods employed to 
detect cardiovascular disease in dogs 
revealed abnormalities in about 20 per 
cent of the animals examined and the 
presence of such disease was confirmed 
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in about half of these by further clini- 
cal and/or post-mortem studies. 

Auscultation, electrocardiography, and 
roentgenography were the most useful 
of the diagnostic procedures employed 
in recognizing heart disease. Since 
valvular disease is the most prevalent 
form of heart disease clinically recog- 
nized, auscultatory abnormalities were 
the most frequent found. Thus, auscul- 
tation is the most useful screening 
method, since both murmurs and abnor- 
mal arrhythmias can be recognized. 
Electrocardiography and _ roentgenog- 
raphy are of about equal usefulness. 
Ideally, multiple lead electrocardiograms 
and lateral thoracic roentgenograms 
should be employed in screening dogs 
for heart disease, but cost precluded 
their use in this study. 

It is clear that the prevalence of 
spontaneous heart disease in dogs is 
higher than generally known. Appar- 
ently, well over 10 per cent of dogs 
presented to our veterinary clinic have 
some sort of cardiac abnormality. The 
most common abnormality found is a 
systolic murmur at the mitral area. 
When anemia is ruled out as a cause, 
most of these systolic, apical murmurs 
are found to be associated with insufli- 
ciency of the mitral valve caused by 
chronic valvular disease. This valvular 
lesion is known to be common in dogs 
over five years of age, increasing in 
prevalence with advancing age of the 
population sampled. Although the classi- 
cal view is that these valvular lesions 
represent the healed phase of a bacterial 
endocarditis, our studies neither confirm 
nor refute this hypothesis. However. 
the possibility that not only local in- 
fectious processes, but also antigen-anti- 
body reactions can produce valvulitis, 
as has been shown in experimental 
animals, must be considered. 

Of the dogs which have valvular mur- 
murs, only a few die of congestive heart 
failure. Our necropsy findings reveal 
that a combination of chronic atrioven- 
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tricular valvular disease and myocardial 
disease is usually present in dogs de- 
veloping clinical evidence of chronic 
congestive heart failure. 

Coronary artery disease in dogs is 
confined almost entirely to the small 
intramyocardial arteries. True athero- 
sclerosis was not seen, and the large 
superficial arteries were free of patho- 
logical changes. Thus small vessel dis- 
ease was usually associated with degen- 
erative or necrotic changes in the 
myocardium, suggesting that the vas- 
cular alterations resulted in myocardial 
damage owing to interference with the 
blood supply. 

Endothelial cushions were fairly com- 
mon in the small arteries of hearts of 
older dogs. Their possible relation to 
myocardial disease is not clear. They 
sometimes encroach markedly on the 
lumen of small coronary vessels and 
not infrequently are themselves subject 
to fatty infiltration. At present their 
possible function or influence on blood 
supply when diseased cannot be assessed. 

A few individuals thought to have 
arterial hypertension have been encoun- 
tered and pes’-mortem findings have 
confirmed the clinical impression. How- 
ever, none have been studied sufficiently 
ante-mortem to establish the diagnosis. 
A relationship between chronic renal 
disease, arterial hypertension and arteri- 
osclerosis is evident from the studies 
of others,"5 but as yet our data do 
not contribute to the observations al- 
ready made. 

It has been established that dogs 
commonly suffer from cardiovascular 
diseases of the following types: con- 
genital anomalies, heartworm, chronic 
valvular fibrosis, arteriosclerosis of the 
intramyocardial and other vessels, and 
myocardial degeneration and infarction. 
The vascular, myocardial, and valvular 
lesions commonly occur together in the 
same heart. 

The etiology of valvular, myocardial, 
and vascular changes can only be con- 
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jecturee or hypothesized at present. It 
is temp ing to speculate that a relation- 
ship exists between the commonly oc- 
curring chronic interstitial nephritis of 
dogs and these cardiovascular lesions, 
since they usually coexist. However, 
the fact that such renal lesions occur 
in about 60 per cent of dogs suggests 
that the relationship may be fortuitous. 

Dogs suffer from a variety of viral, 
bacterial, and parasitic diseases, all of 
which produce antigen-antibody reac- 
tions and specific tissue damage that 
can involve the cardiovascular system. 
The long-term effects of repeated infec- 
tions may be responsible for both renal 
and vascular lesions. In this context, 
it is appropriate to mention leptospirosis, 
which is known to be widespread in 
the canine population the world over 
and which will produce renal and vas- 
cular lesions in spontaneous and ex- 
perimental infections. 

It is a clinical impression that mur- 
murs are more common in dogs which 
have chronic skin disease, but as yet 
no data have been assembled to support 
this. The impression that male dogs 
more commonly have heart disease has 
not been supported by our data for young 
dogs, although there may be a statisti- 
cally significant difference in older dogs. 
However, chronic congestive heart fail- 
ure was 2.5 times more frequent in 
the male than the female. 

To date no breed, dietary or environ- 
mental factors have been elicited which 
can serve as hypotheses upon which to 
plan an epidemiological study. The data 
now accumulated on over 4,000 dogs 
will be analyzed for such information 
and an attempt to plan a meaningful! 
epidemiological study made. 


Summary 


Three thousand dogs have been 
screened by clinical methods for the 
presence of cardiovascular disease. In 
290 animals reliable signs of heart dis- 
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ease were found through clinical and 
post-mortem studies. Three hundred and 
twenty-two additional dogs presented 
signs suggesting heart disease, but the 
diagnosis could not be confirmed on 
further examination or the animals were 
not seen again. 

The clinical screening methods con- 
sisted of palpation of the cardiac region, 
auscultation of the heart, palpation of 
the femoral arteries and the recording 
of a single lead, precordial electrocardio- 
gram. Confirming studies included ten 
electrocardiograms, phonocardio- 
grams, blood pressure determinations, 
thoracic roentgenograms, angiocardio- 
grams, and clinical laboratory studies. 

The most common types of cardio- 
vascular disease found were: (1) chronic 
valvular fibrosis; (2) myocardial dis- 
ease (necrosis, degeneration, myocardi- 
tis), sclerosis of the deep coronary 
arteries, and right ventricular dilatation 
and hypertrophy associated with Diro- 
filaria immitis infestation; and (3) con- 
genital heart diseases. 
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League for Nursing Meets in April 


“Health Needs—Whose Problem? Whose Responsibilities?” are questions to 
be aired at the opening sessign of the 1961 National League for Nursing Convention 
(April 10-14, Cleveland) by Ralph E. Dwork, M.D., director of the Ohio State 
Department of Health. and Mildred E. Newton, director, Ohio State University 
School of Nursing. Theme of the entire convention will be “Interaction—Key to 
Nursing Progress.” 

Among the NLN components which will hold business and program sessions 
during this biennial meeting are the councils on maternal and child health nursing, 
occupational health nursing. practical nursing, psychiatric and mental health nurs- 
ing, the Department of Public Health Nursing member agencies, the Tuberculosis 
Nursing Advisory Service, the Committee on Careers in Nursing, the Evaluation 
Service, and the Research and Studies Service. 

The Department of Public Health Nursing will hear Ruth Freeman, Ed.D.. 
associate professor of public health administration, speak on “Measuring the Effec- 
tiveness of Public Health Nursing Services.” Also scheduled are a discussion on 
“Manpower—Challenge of the 1960's” at a meeting of the Department of Hospital 
Nursing, and a report to NLN’s two nursing education departments on a cost study 
of education. The closing general session will be on research. 
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Since 1955, an epidemiologic investigation of streptococcal infection has 


been conducted in three Philadeiphia schools. 


On the basis of their 


findings, the investigators question the utility of school detection 


programs based on current means of discovering 


streptococcal infection. 


EPIDEMIOLOGIC STUDIES OF STREPTOCOCCAL 
INFECTION IN SCHOOL CHILDREN 


David Cornfeld, M.D.; John P. Hubbard, M.D.,. F.A.P.H.A.: T. N. Harris, M.D.; and Ruth 


Weaver, M.D. 


N epidemiologic study of streptococ- 
Ai infections has been conducted 
in three elementary schools in Philadel- 
phia since November, 1955. The chil- 
dren have been studied to determine 
the carrier rate, the rate of clinically 
manifest infection, and, in the first 
three years of the program, the effect 
of various schedules of treatment with 
penicillin on both the carrier rate and 
the rate of infection. Previously re- 
ported data from the years 1955 to 
1957!" indicated that: (1) in each of 
the school years approximately one-half 
of the children had one or more posi- 
tive cultures for beta-hemolytic strepto- 
cocci regardless of attempts at carrier 
control by penicillin treatment; (2) the 
rate of clinically manifest streptococcal 
infection remained relatively low in all 
schools independently of the existing 
carrier rate or treatment programs in- 
stituted; (3) relatively few of the chil- 
dren with respiratory symptoms had 
positive cultures for beta-hemolytic 
streptococci and, even in the group with 
positive cultures, most of the children 
presented symptoms of undifferentiated 
upper respiratory illness. 

This paper presents additional infor- 
mation acquired in years 1957 through 
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1959. These data comprise an extension 
of those already reported and, in addi- 
tion, results from serologic studies made 
during 1958-1959. 


Methods 


In the school years 1955 through 
1958, children of three schools were 
followed, and throat cultures were taken 
routinely each month. Cultures were 
also obtained, either in the school or 
at home, from children developing any 
of the following symptoms or signs: 
hyperemic pharynx with or without 
exudate, cervical adenopathy, or ear- 
ache. The presence of fever was also 
noted. For children whose only com- 
plaint was that of sore ‘hroat, the 
throat was examined for evidence of 
pharyngeal inflammation before the 
throat culture was taken. A follow-up 
throat culture was taken after a three- 
week interval on all children who had 
cultures positive for beta-hemolytic 
streptococci in association with respira- 
tory illness. A trained technician who 
was employed through the four years 
of the study was responsible for obtain- 
ing specimens. 

The over-all effectiveness of penicillin 
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therapy for children with throat cultures 
positive for streptococci was studied by 
use of the following treatment schedule: 
(1) In School G, penicillin was given 
to all children with positive cultures, 
whether carriers or with symptoms of 
respiratory illness, and also to contacts 
having positive cultures; (2) in School 
B, penicillin was dispensed only to 
those children with respiratory symp- 
toms in whom a positive throat culture 
was obtained; (3) in School W. no 
penicillin was recommended or pro- 
vided. However, positive cultures were 
reported to the parents and note made 
of any treatment given to the child by 
the family physician. 

In the years 1955 through 1958, in 
two of the schools, throat cultures were 
also obtained on family contacts of 
children who were found to have posi- 
tive cultures either on routine culture or 
at the time of a respiratory illness. 

In 1958-1959, the study was limited 
to children attending School B. They 
were surveyed as in the foregoing with 
the exception that positive throat cul- 
tures from ill children were reported 
to the family but no penicillin was pro- 
vided for treatment (the same procedure 
as with School W in the previous years). 

Blood serums were also obtained at 
regular intervals from all children and 
coded as follows: (1) specimens ob- 
tained at the beginning of the school 
vear from all participants—R,; (2) 
serums obtained on all streptococcal 
carriers within four days after the carrier 
state was discovered—R.; (3) serums 
obtained at the end of the school year 
on all children who had had consist- 
ently negative throat cultures through- 
out the term (both on routine survey 
and in association with respiratory ill- 
ness)——-R,; (4) acute phase serums 
were taken immediately following any 
respiratory illness; if a positive throat 
culture were obtained from such a child 
—B,: if the culture were negative— 
N,: (5) convalescent serums obtained 
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three weeks after acute serums, in chil- 
dren who had had an acute respiratory 
illness—Be or No. 


Laboratory Methods 


Laboratory methods were described in 
detail in previous publications.2* A 
poured plate method was used for isola- 
tion of streptococci. The cultures were 
graded from one to five plus on the 
basis of frequency of streptococcal isola- 
tions as follows: 

One Plus—One colony of beta-hemolytic 
streptococci for each 100 or more colonies 
of other microorganisms 

Two Plus—One colony of beta-hemolytic 
streptococci per 50 to 100 colonies of other 
microorganisms 

Three Plus—One colony of beta-hemolytic 
streptococci per 20 to 50 of other micro- 
organisms 

Four Plus—One colony of beta-hemolytic 
streptococci per five to 20 colonies of other 
microorganisms 

Five Plus—A pure or almost pure culture of 
beta-hemolytic streptococci was obtained. 


Antistreptolysin (ASO) titrations 
were done using a modification of the 
original Todd technic.* Antihyaluroni- 
dase (AH) titrations were done using 
the mucin clot prevention method.* The 
data are recorded in Table 5 and Figure 
1 as geometric mean titers. 


Results 


In the last two years of the study 
(1957-1959), positive cultures were 
again obtained in approximately one- 
half of the study population (Table 1). 
As noted previously, the routine cultures 
from healthy children accounted for the 
large majority of these positive reports. 

The average monthly carrier rate for 
each of the schools was as follows: 


School School School 
Year G B W 
1955-1956 7.4 13.1 14.6 
1956-1957 10.1 15.5 28.8 
1957-1958 95 17.0 16.2 
1958-1959 21.8 
: 243 
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Table 1—Per cent of Children with One or More Positive Cultures 


Approximately 50 Per cent of Children Had One or More Positive Cultures Each Year 


School G School B School W 
Year Number Per cent Number Per cent Number Per cent 
1955-1956 233 53.6 456 46.9 468 47.4 
1956-1957 248 47.5 385 56.8 454 68.2 
1957-1958 324 40.9 460 47.4 255 56.3 
1958-1959 399 66.3 


Over 40 per cent of the children in 
School G were treated with penicillin 
during the course of the school year. 
In each of the study years, the carrier 
rates in this school (School G) were 
found to be considerably lower than 
in the other two schools where no peni- 
cillin was given to the carriers. 

The incidence of respiratory infection 
associated with throat cultures positive 
for beta-hemolytic streptococci is noted 
in Table 2. There was no significant 
difference in the “infection” rate in 
the three schools regardless of the peni- 
cillin treatment program used. Further. 
the over-all “infection” rate was at a 
low level through each year of the study 
with no increase in streptococcal infec- 
tions occurring at the time when high 
streptococcal carrier rates were noted. 

Table 3 contains follow-up data on 
beth carriers and children with respira- 
tory illness and positive cultures. Per- 
sistently positive carrier cultures were 
found most frequently where antibiotic 
therapy was not recommended and the 
number of positive follow-up cultures 
also varied directly with the extent of 
antibiotic control attempted. 

The frequency of occurrence of signs 
and symptoms suggestive of streptococ- 
cal illness is listed in Table 4. A com- 
parison between those children with 
such symptoms who had positive cul- 
tures and those who had negative cul- 
tures at the time of the original clinical 
diagnosis shows no significant differ- 
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ence in the frequency of individual 
signs and symptoms in the two groups. 
Thus the clinical differentiation between 
streptococcal and nonstreptococcal illness 
was unreliable. Further, it seemed likely 
that many of the children considered to 
be in the streptococcal infection cate- 
gory actually represented carriers who 
had contracted intercurrent nonstrepto- 
coccal respiratory illness. An attempt 
was made to distinguish between the two 
groups by the use of several laboratory 
technics: 


1. Grouping and typing of streptococci ob- 
tained from carriers and symptomatic chil- 
dren in 1958 revealed that 72 per cent of 
the former and 76 per cent of the latter 
were of group A, with a greater frequency 
of typable strains in the symptomatic 
group (23 per cent compared with 39 per 
cent). However, because of the great 
percentage of untypable strains en- 
countered, this criterion was not helpful in 
diagnosing the individual case. 

2. Bacterial counts were done on positive 
cultures obtained from children with 
respiratory illness and from carriers. Forty- 
two per cent of the children with respira- 
tory illness and positive cultures for 
beta-hemolytic streptococci had “four plus” 
or “five plus” cultures. However, in com- 
paring the bacterial counts with sympto- 
matology, even for those children with red 
throats and tonsillar exudate, 45 per cent 
had only “one plus” or “two plus” bac- 
terial counts. Further, 18 per cent of the 
carrier group with no manifest symptoms 
had “four plus” or “five plus” cultures. 
These figures indicate that cultures from 
symptomatic children contained larger 
numbers of streptococci more frequently 
than did cultures from carriers, but even 
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Table 2—*“Infection” Rate: Number 
Group A Beta-Hemolytic Streptococcal 
“Infections” per 100 Children per 
School Year 


The “Intection” Rate is Similar in the Three 
Schools Regardless of Penicillin Treatment 
Program 


School School School 
Year G* B* Ww 
1956-1957 16.1 19.3 18.7 
1957-1958 11.1 10.9 12.6 
1958-1959 19.5 


* Schools included in penicillin treatment program. 


in the latter group there was a large num- 
ber of children who yielded a heavy growth 
of streptococci. Bacterial counts per se, in 
the individual case, therefore, did not con- 
clusively help to distinguish the child with 
definite streptococcal disease from the 
carrier. 

3. In immunologic studies done on ill chil- 
dren, there was no significant difference in 
geometric mean ASO titers or AH titers of 
the acute or convalescent blood serums 
obtained from children with either positive 
or negative throat cultures (Table 5). Six 
of the 58 children with negative cultures 
had significant increases in the ASO or 
AH titers (a fourfold increase in titer) 
and two had significant decreases. In the 
group of children with positive cultures 
only six of 35 had significant increases in 
the ASO or AH titer and none had sig- 
nificant decreases. Thus, the serologic 
studies did not serve to distinguish be- 
tween the two groups of children. Six of 
the children with negative cultures had 
significant antibody rises, probably repre- 
senting infections missed by the use of 
routine bacteriologic methods for strep- 
tococcal isolation. In 29 of 35. cases 
with positive cultures in a group of chil- 
dren with manifest clinical infection, there 
was no significant immunologic response, 
suggesting that these cases represented 
nonstreptococcal respiratory illnesses with 
coincident streptococci in the throat. In 
reviewing the entire group of ill children, 
it was found that an ASO titer of 256 or 
greater (a range suggestive of recent 
streptococcal infection) was found among 
children with negative streptococcal cul- 
tures, in 33 per cent of the serums ob- 
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tained in the acute stage of the infection 
and in 31 per cent of serums at the con- 
valescent stage. Similar data were ob- 
tained from the children with positive 
cultures, among whom 32 per cent had an 
acute phase serum with a titer 256 or 
greater and 38 per cent had a convalescent 
serum with a titer in this range. 


In addition to specimens obtained 
in association with respiratory illness, 
serums were drawn at regular intervals 
through the school year. The results 
are shown in Table 5. Comparison of 
the children who became carriers (Ry— 
R.) with those who remained free of 
streptococci throughout the school year 
(R;—Rs;), revealed no significant dif- 
ference in the mean ASO and AH titers 
in the two groups. However, of a total 
of 115 children in the carrier group, 
32 showed significant ASO or AH in- 


creases and none showed significant de- 


Table 3—Follow-Up Data: Effect of 
Penicillin Treatment on: (1) Persist- 
ence of Streptococci in Throat Cul- 
tures of Carriers; (2) Rates of Strep- 
tococcal “Infections” 


The Per cent of Positive Follow-Up Cultures 
Varies with the Extent of Antibiotic Treat- 
ment 


(1) Per cent of Carriers Positive 
Three Months or More 


School School School 
Year G* B W 
1955-1956 2.1 8.1 11.3 
1956-1957 8.5 12.5 31.8 
1957-1958 6.2 20.9 18.0 
1958-1959 


(2) Per cent of “Infections” with 
Positive Cultures at Three Week 


Follow-Up 
School School School 

Year G* B* WwW 
1956-1957 10.0 10.0 27.5 
1957-1958 18.5 19.5 53.6 
1958-1959 44.4 

* Schools included in penicillin treatment program. 
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Table 4—Analysis of Signs and Symptoms in Respiratory Infections 


(1958-1959) 


No Clinical Difference Was Noted Between Children with Positive Cultures and 


Those with Negative Cultures 


Positive Culture 


Negative Culture 


Signs and Symptoms Number Per cent Number Per cent 
Red throat 53 40.6 109 46.6 
Red throat with exudate 17 13.3 13 5.6 
Swollen glands 11 8.5 16 6.8 
Earache 25 19.2 52 22.4 
Fever over 101°F 24 18.5 44 18.8 


creases, suggesting that about 25 per 
cent of these children had subclinical 
infections which could not have been 
diagnosed without the routine throat 
culture and immunologic studies. In 
the group of 79 children who had no 
positive cultures during the course of 
the school year, ten showed significant 
increases in either ASO or AH titer. 
indicating the probable occurrence of 
streptococcal infection not revealed by 
routine throat cultures. The fact that 
36 per cent of the carriers and only 
15 per cent of the noncarriers had ASO 
titers of 256 or greater adds further 
evidence to this opinion. 

In Figure 1 the geometric mean ASO 
titers of children in acute and convales- 
cent stages of respiratory illness are 
compared with the mean titers of strep- 
tococcal carriers. The groups with posi- 
tive cultures are further analyzed by 
graphing throat culture colony counts 
against ASO titers. There is no im- 
munologic distinction between the group 
of ill children and the carriers, and 
none can be noted on comparing the 
children who had “four or five plus” 
cultures with those who had cultures 
with fewer streptococci. 

Among observations of a more gen- 
eral nature, comparisons of streptococcal 
carrier rates and infection rates in the 
various age groups revealed no signifi- 
cant differences between the six- to 
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nine-year-old classes and the nine-to 
twelve-year-old group. Likewise, family 
size and economic status as determined 
by the criterion of number of people 
per bedroom did not seem to influence 
the frequency with which a child be- 
came a carrier, or to affect the infec- 
tion rate. Only 10 per cent of the 
families of children who had _ positive 
cultures had members with streptococci 
in their throat and only about one-half 
of the group of family contacts had 
streptococci of the same type as the 


school child. 


Discussion 


The program described in the fore- 
going was originally initiated to deter- 
mine practical and effective methods for 
community control of beta-hemolytic 
streptococcal infections, with a view to 
the primary prevention of rheumatic 
fever. This epidemiological study seemed 
particularly urgent in view of the spread- 
ing popularity of the streptococcal de- 
tection programs already in operation 
(47 programs by 1959) throughout the 
United States.5 Because of the results 
demonstrated in this study, we question 
the efficacy and advisability of programs 
in which penicillin treatment is recom- 
mended for any child with a respiratory 
illness in whose throat streptococci are 
found. 
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Throughout the four years of our 
study, more than 50 per cent of the 
children under observation had one or 
more positive cultures for beta-hemolytic 
streptococci at some time during the 
school year. Thus, when attempts were 
made to eradicate streptococci from the 
throats of the carriers as well as from 
the children with clinical infection, it 
was necessary to treat one-half of a 
school population with penicillin. Fur- 
ther. despite carrier rates ranging up 
to 29.8 per cent, comparable to those 
cited elsewhere,’ the incidence of strep- 
tococcal illness remained relatively low 
with the monthly incidence of “strep- 
tococcal infection” varying from 1.4 to 
2.4 per 100 children studied. This rate 
is comparable to that reported recently 
from England by Williams.® who re- 
corded 1.9 infections per 100 children 
per month in a similar school popu- 
lation. 

Brumfitt® emphasized the difficulty in 
clinical differentiation between the strep- 
tococcal and nonstreptococcal illnesses 
and suggested the term benign strep- 
tococeal sore throat f-r the poorly de- 
fined illness due to sere; iocoeci oceur- 
ring in an endemic pattern. 


To help determine which child, among 
those who had streptococci in the throat, 
had a streptococcal infection and thus 
deserved treatment, an attempt was 
made to differentiate between the child 
who was carrying streptococci when he 
developed intercurrent respiratory _ill- 
ness and the child whose illness was 
due solely to the presence of pathogenic 
streptococci. The following methods 
were used: (1) Analysis of the symp- 
tomatology—in children with respira- 
tory illness, there was no significant 
difference in the signs or symptoms 
between the group who had positive 
cultures and the group who had negative 
cultures; (2) bacterial counts—although 
a greater percentage of the children 
with pure or almost pure growth of 
streptococci was found in the group of 
patients with respiratory illness than 
among well children who had cultures 
taken routinely, a large number of 
asymptomatic children also had a heavy 
growth of streptococci in their throats, 
and, even in the group of children with 
exudative pharyngitis and fever, ap- 
proximately 50 per cent had low bac- 
terial counts; (3) immunologic methods 

-serums obtained at the acute and 


Table 5—Antistreptolysin-O and Antihyaluronidase Data: Titer Changes in Carriers, 
Noncarriers, and Children with Respiratory Illness 


Titer Increases Were Noted in a Large Number of Carriers and in Only a Small Per cent of 


Children with “Infections” 


Number with 
Significant 


Mean ASO Titer Mean AH Titer 


Number Titer Changes Acute Conv. Acute Conv. 

Category of Cases (2 Tube) Stage Stage Stage Stage 
Ni-Ne 58 6f-2| 108 70 54 51 
Bi-Bs 35 67-0] 83 108 70 96 
Ri-Re 115 327-0] 61 102 45 76 
Ri-Rs 7 107-3 | 54 58 42 42 
Serums Code: Ni-Nz=Respiratory illness, negative culture 

B;-Bz = Respiratory illness, positive culture 

Ri Routine—at start of school year 

Re = Routine-——following onset of carrier state 

Ra = Routine—end of year (no positive cultures in year) 
FEBRUARY, 1961 247 


Figure 1 
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ASO titer change is plotted logarithmically against bacterial colony counts. 
is plotted the initial ASO titer; on the ordinate the convalescent ASO titer. 


On abscissa 
Points on the 


lower oblique line represent children whose ASO titer neither rose nor fell during convalescence. 


The upper oblique line represents an increase of 100 per cent in titer in convalescence. 


Each 


point represents the geometric mean ASO titer for the group of children designated by the code 


system in the box at the bottom of the chart. 


Serums Code: Ni-N2 


= Respiratory illness, negative culture 


B:-Bz = Respiratory illness, positive culture 
Ri = Routine—at start of school year 
Re = Routine—following onset of carrier state 


convalescent stage, at the same time 
as the initial and follow-up cultures on 
children with respiratory illness, showed 
no significant difference in the titers 
of two streptococcal antibodies between 
the children who had positive cultures 
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and those who did not. In addition. 
a number of children without respira- 
tory illness had streptococcal antibody 
titer increases, indicating occurrences of 
occult infection. Correlation of the ASO 
titer changes with the bacterial counts 
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performed on cultures of the children 
who had positive cultures indicated no 
greater titer rise in the groups with 
heavier streptococcal growth. 


Summary 


An epidemiologic study of streptococ- 
cal infection has been conducted in 
three Philadelphia schools since 1955. 
In each of the years, comparable data 
indicated a relatively high carrier rate 
for beta-hemolytic streptococci and a 
low incidence of respiratory infection 
accompanied by throat cultures positive 
for streptococci. It was not possible to 
distinguish the child with streptococcal 
infection from the child with nonstrep- 
tococcal infection on clinical grounds. 

Bacterial counts on positive cultures 
did not help to differentiate between 
streptococcal carriers who had _inter- 
current respiratory infections and the 
children with bonafide streptococcal dis- 
ease. Serologic studies for two anti- 
streptococcal antibodies were also not 
helpful in this regard. 


In view of the data cited in this 
paper, we question the advisability of 
instituting school streptococcal detection 
programs which are based on current 
means of detecting streptococcal infec- 
tion. 
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This paper gives a description of the development and operation of a 


rheumatic fever program in New York City. Emphasis is put on the 


coordination of activities between the official and voluntary health 


agencies, and the problems still to be solved. 


A COMMUNITY PLAN BY AN OFFICIAL AND VOLUNTARY 
AGENCY FOR PATIENTS WITH RHEUMATIC FEVER 


Katharine Dodge Brownell, M.D.. M.P.H.: 
Helen M. O’Shaughnessey 


Fas metropolitan area has many 
problems peculiar to its size and 
complexity in instituting any public 
health program which involves securing 
the cooperation of many agencies. New 
York City was fortunate, from the earli- 
est days of planning for rheumatic fever 
prevention, in already having an estab- 
lished pattern of cooperation between 
the official agency and the voluntary 
agency most concerned. The Depart- 
ment of Health and the New York 
Heart Association saw eye to eye on 
objectives and understood what each 
could do to aid the other in reaching 
these objectives. 

In order to visualize the plan devel- 
oped by these two agencies, some know!- 
edge is necessary of their already ex- 
isting programs relating to individuals 
with rheumatic fever or heart disease. 

The Department of Health provides 
the school health service in all public 
and parochial elementary and junior 
high schools and in about 50 per cent 
of the secondary schools, serving a total 
of almost one and a quarter million 
children. Public health nursing in the 
schools is provided as part of the depart- 


Margaret A. Losty, R.N.. B.S.. F.A.P.H.A.: and 


ment’s generalized district nursing serv- 
ices. Procedures for the routine follow- 
up of handicapped children by the 
school health service have been in effect 
for a number of years and consist of 
the periodic issuing of a special form 
to the child for completion by the 
child’s physician. There are Health De- 
partment diagnostic clinics in each bor- 
ough to which children up to 21 may 
be referred by physicians desiring con- 
sultation. 

A special demonstration program for 
children with heart disease or a_his- 
tory of rheumatic fever was initiated 
in 1947 under the joint auspices of 
the department and the Heart Associa- 
tion in one health district of Manhattan. 
In 1952, gradual extension to the rest 
of Manhattan was begun. The program 
now operates as a regular part of the 
Health Department’s program, though 
the Heart Association has continued its 
interest in it. For several years the 
association made funds available for a 
public health nurse consultant, and is 
now giving support to an intensive eval- 
uation of the program. Among the re- 
sponsibilities of the Manhattan Cardiac 
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Program are case finding, verification 
of diagnosis and determination of need 
for, and referral to, service agencies 
in the community. Education of the 
practicing physician and of service 
agevcy staff is emphasized. An active 
registry is maintained as a tool of fol- 
low-up. Because of its continuing fol- 
low-up and appraisal of the needs of the 
registered children, the program staff is 
aware of gaps in community services 
and areas where there is reduplication 
of effort or service. This information. 
when passed on to the Heart Associa- 
tion and Health Department, has been 
helpful in the development of the plan. 

The New York Heart Association. 
since its organization in the 1920's has 
worked to raise the standards of care 
in cardiac clinics throughout the city. 
Clinics meeting and maintaining stand- 
ards established by the association are 
designated as “affiliated” cardiac clinics. 
At the time planning for rheumatic fever 
prevention began, there were 73 of these 
affiliated clinics, more than half of which 
cared for children. 

Members of the Health Department 
staff serve on a number of policy setting 
committees of the Heart Association. 
The director of the Bureau for Handi- 
capped Children has been a member 
since 1951, of the committee most con- 
cerned with the development of com- 
munity programs. There has always 
been complete freedom of expression 
between the representatives of the two 
agencies and mutual respect for what 
each is trying to do in the community. 
Thus. when the need for a rheumatic 
fever prevention program became ap- 
parent, the stage was already set for the 
closest possible cooperation between the 
two agencies in its development. 

With the publication in January. 
1953, of the American Heart Associa- 
tion’s statement on rheumatic fever pre- 
vention, these two agencies began to 
concern themselves seriously with the 
implementation of its recommendations. 
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At this time, the Health Department 
had been for some months providing a 
small amount of oral penicillin to one 
or two children’s clinics which had re- 
quested it, and was considering limited 
expansion of this service. It had, how- 
ever, no funds available for widespread 
distribution. 

It was agreed that good prevention 
programs in the Heart Association’s 
affiliated clinics, where a majority of 
New York’s indigent and marginal in- 
come patients with heart disease receives 
care, offered the means of preventing 
a large number of attacks of rheumatic 
fever, and should be the first responsi- 
bility of the association. 

A survey of the 73 clinics revealed 
that some patients in about half the 
clinics were receiving prophylactic 
drugs. Almost none of the clinics, how- 
ever, were following the recommenda- 
tions of the American Heart Association 
or had organized programs of preven- 
tion. In addition to physician lack of 
awareness of the desirability and tech- 
nics of prevention (especially in the 
adult clinics), there appeared to be two 
main reasons why so few patients were 
receiving prophylaxis. The most often 
stated reason was the high cost of oral 
penicillin beyond the reach of most 
clinic patients. Clinic chiefs who were 
already attempting prophylaxis _pro- 
grams felt the lack of sufficient auxiliary 
clinic staff to maintain adequate pa- 
tient follow-up to be an additional im- 
portant stumbling block. The Heart 
Association then decided that it would, 
on a demonstration basis, purchase oral 
penicillin (later also Benzathine Peni- 
cillin G and Sulfadiazine) for clinics 
which had no other resource for obtain- 
ing drugs for patients who could not 
afford to purchase them. It also agreed 
to make funds available for grants-in-aid 
to selected clinics for personnel. 

The Health Department decided to 
merge its beginning drug distribution 
program with that of the Heart Asso- 


ciation so that there would be no dupli- 
cation of effort in that area, and to con- 
centrate its own efforts on intensifying 
its case finding, referral and follow-up 
in the schools and by the Manhattan 
Cardiac Program, and on promoting 
through its consultation clinics, the pre- 
scribing of prophylaxis by private phy- 
sicians. 

The Department of Welfare was ap- 
proached and agreed to make oral peni- 
cillin available for its clients attending 
voluntary hospital clinics, and the De- 
partment of Hospitals made the drug 
available in the cardiac clinics of mu- 
nicipal hospitals. 

A Joint Committee on Prophylaxis, 
with representation of the Heart Asso- 
ciation, the Department of Health, the 
Visiting Nurse Service, and of the clinics 
themselves, and staffed by the Heart 
Association, has coordinated the plan 
as it has developed. The committee’s 
functions, in addition, have been to 
review the existing or proposed preven- 
tion programs of clinics applying or 
reapplying for assistance; to approve 
the distribution of drugs or grants for 
personnel to those clinics whose pro- 
grams meet its standards; and to en- 
courage the development of good pre- 
vention programs in those clinics not 
having them. To aid in evaluating clinic 
programs report forms were developed 
and, when indicated, clinics have been 
visited by committee members or staff. 

Early in the committee’s career it 
became obvious that the development of 
effective clinic prophylaxis programs re- 
quires more than merely the provision 
of drugs. To stimulate clinic chiefs, 
a series of small discussion meetings 
were held, led by a physician with ex- 
perience in rheumatic fever prevention. 
A pamphlet, “Prophylaxis Programs in 
Affiliated Cardiac Clinics,” was prepared 
as a guide and distributed to all clinics. 
To assist the clinics in program organi- 
zation, Heart Association medical social 
consultants were assigned. Consultation 


has been directed toward raising the 
general standards of care in the clinic, 
and toward developing the improved 
follow-up procedures necessary if pa- 
tients are to remain on_ prophylaxis. 
Selected clinics with large caseloads 
were approved for grants for additional 
social service or clerical personnel to 
assist in follow-up. One well organized 
clinic was given a grant to study the 
particular problems of a prevention pro- 
gram in an adult, as contrasted to a 
children’s clinic, and the place of a 
social worker in solving those problems. 
When, after five years, this grant was 
withdrawn, the board and administra- 
tion of the hospital had become so con- 
vinced of the key role of a social worker 
in a clinic prophylaxis program that 
they unhesitatingly continued the salary 
for this position. 

As a result of the continuing efforts of 
the Prophylaxis Committee and of the 
consulting staff of the Heart Association, 
74 of the current total of 77 affiliated 
clinics now have formal pr-vention pro- 
grams in which approximately 4,000 
patients are reported as receiving pro- 
phylaxis. It cannot yet be said, how- 
ever, that these programs are all equally 
effective. Many are well organized un- 
der enthusiastic leadership, others are 
haphazard and weak. But as the work 
with the clinics continues, general stand- 
ards of care in the weaker clinics is im- 
proving, and effective prevention of 
rheumatic fever becomes more possible. 
As evidence of this the proportion of 
rheumatic children known to the Man- 
hattan register who are reported to be 
on prophylaxis has increased in the last 
two years from 63 per cent to 76 per 
cent. 

The Department of Health, supple- 
menting the Heart Association clinic 
program, operates two special prophy- 
laxis clinics under its direct auspices. 
One was established at the suggestion of 
the Prophylaxis Committee in a con- 
gested low income area in Manhattan 
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in which there is no affiliated clinic. 
The other was requested by the prac- 
ticing physicians of Staten Island for 
their private patients of marginal in- 
come. Both clinics provide diagnostic 
services and follow-up in addition to 
drugs. It is of considerable interest 
that the Staten Island physicians have 
raised no objections to the clinic’s re- 
quirement that the diagnosis be verified 
before a patient is accepted for prophy- 
laxis. This is important, since, in the 
experience of the Health Department's 
consultation service and of the Man- 
hattan Program, overdiagnosis of rheu- 
matic fever and of heart disease is a 
more important problem than is the 
missing of cases. 

In addition to these direct service 
clinics, the department is responsible for 
case finding through its school health 
service, child health stations, the Man- 
hattan Cardiac Program, and through 
its Cardiac Consultation Service. Chil- 
dren found, not under care, are referred 
when possible to Heart Association affili- 
ated clinics. 

Follow-up to keep patients under care 
and on prophylaxis has been a concern 
of the committee from the beginning. 
In the first instance this is the re- 
sponsibility of the clinics themselves. 
Patients must be seen at least every 
two to three months if they are to 
adhere to a prophylaxis regimen. If 
clinics are to be successful in insuring 
this close follow-up, the prime essential 
is adequate professional and clerical 
staff. Also important are well planned 
and well kept follow-up and diagnostic 
files. Supplementing the clinics’ follow- 
up of children is that of the public health 
nurses in the schools, through their rou- 
tine annual follow-up of all children 
with a history of rheumatic fever, and 
through special follow-up at the request 
of the clinics of individual children 
on prophylaxis. The Visiting Nurse 
Service has been helpful in a number 
of adult clinics in assisting in keeping 
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patients attending regularly. In Man- 
hattan, a third line of defense in the 
follow-up of children is provided by the 
Manhattan Cardiac Program which, 
through its register, attempts to keep 
track of them as they move, change 
treatment agencies, or apparently com- 
pletely disappear. 

In spite of the combined efforts of 
the clinics, the Health Department, the 
Visiting Nurse Service, and the Man- 
hattan Cardiac Program register and 
staff, follow-up is far from completely 
successful. New York City’s population 
is a mobile one and treatment agency 
shifts are frequent. There is no central 
registry responsible for follow-up of all 
patients, adult as well as children. Loss 
to follow-up is a particular problem 
among adolescents, especially on transfer 
from a children’s to an adult clinic. 
At this point the case is closed in one 
clinic and has not yet been opened in 
the other. All too often no one assumes 
responsibility for guiding the adolescent 
himself from one to the other. Also 
a problem is the lack of interest in the 
adolescent rheumatic without heart dis- 
ease on the part of some adult clinics. 

Any program involving many agen- 
cies and individuals depends upon con- 
tinuing educational efforts. The Heart 
Association has held meetings for phy- 
sicians and other professional groups. 
It is hoped—and believed—that knowl- 
edge of the importance and methods of 
rheumatic fever prevention has spread 
from the hundreds of physicians serv- 
ing in the affiliated clinics throughout the 
city to those practicing in the commu- 
nity at large. To assist the clinics in 
patient education, instruction cards in 
English and Spanish were prepared. The 
Health Department emphasizes rheu- 
matic fever and its prevention in its 
inservice training of its own staff, and 
patient and parent education through 
the schools and through its district 
public health nursing services. It plays 
its part in physician education through 


distribution of the American Heart 
Association’s prevention statement, and 
through the direct contact its cardiolo- 
gists make with private physicians for 
whose patients prophylaxis is recom- 
mended. 

Two situations in New York City 
today-—probably common in other large 
cities as well—make program educa- 
tional efforts particularly difficult. First 
is the constantly shifting agency per- 
sonnel, both professional and nonpro- 
fessional, making inservice training a 
never-ending undertaking. Trying to 
keep up with it takes—in the words of 
the Red Queen—“all the running you 
can do to keep in the same place”! 
Second, patient education is complicated 
and made immeasurably more difficult 
by the presence of large numbers of 
non-English speaking individuals in the 
groups most needing public health assist- 
ance. In Manhattan almost 40 per cent 
of the registered rheumatic children are 
Puerto Rican, most of whose parents 
speak little or no English. Ways must 
be found to solve both of these problems 
more effectively. 

Though the present plan for rheu- 
matic fever prevention in New York 
City reaches a large proportion of its 
most needy patients, very real gaps 
in services exist. Patients of marginal 
income under the care of private physi- 
cians are not reached at all under the 
present plan except in one small bor- 
ough. Because of the follow-up _pro- 
vided by the school health service and 
the Manhattan Cardiac Program, chil- 
dren are far more effectively served than 
are adults. There is no one agency 
assuming administrative responsibility 
for insuring preventive services to all in 
the community who need them—if there 
were, the current “plan” might be called 
a “program.” The time has come to 
consider next steps. 

From the start, the Heart Association 
has looked upon its material assistance 
to clinics as a temporary expedient. It 
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has considered it a pump-priming oper- 
ation in the clinics to spur them to de- 
velop active prophylaxis programs of 
high quality, and, in the community, 
as a stop-gap operation until more ap- 
propriate agencies would take over the 
financial responsibility for the provision 
of drugs for those who could not afford 
them, and for the essential follow-up 
services. The Health Department from 
its initial supplying of penicillin to a 
few clinics in 1952 has recognized its 
responsibility for rheumatic fever pre- 
vention and has played an active role 
in developing and implementing the 
present plan. Both agencies realize that 
they now need to involve more deeply 
other agencies in the community in plan- 
ning for the future. 

Recently, a half-day meeting was held 
which was attended by representatives 
of the Health Department and the Heart 
Association, the Departments of Hos- 
pitals and Welfare, the administration 
and clinical services of the voluntary 
and municipal hospitals, and of the 
Greater New York Hospital Association 
and the Visiting Nurse Service. This 
meeting was called to review what has 
already been accomplished, and to con- 
sider plans for continuing and expand- 
ing the program. As a result of this 
meeting, a subcommittee is now develop- 
ing future plans in more detail. This 
committee will, it is hoped, raise, and 
answer, such questions as: 

How large and important is the rheumatic 
fever problem in New York City today? 

Is there a continuing need for a_ public 
health program of secondary prevention, ot 
should efforts be shifted to primary preven- 
tion? 

Whose responsibility is it on an on-going 
basis to coordinate the activities of the many 
agencies involved in rheumatic fever preven- 
tion in a large city? 

How can coordination best be accom- 
plished? 

What would be the cost of an effective city- 
wide program of prevention—to the official 
agencies ?—to the voluntary agencies? 

And finally—How should such a program 
be financed? 
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When answers to these questions are —_— forward to participating with others in 
available, the Department of Health and the development of a city-wide “pro- 
the New York Heart Association look gram” for rheumatic fever prevention. 


Dr. Brownell is director, Manhattan Cardiac Program and Miss Losty is 
acting director, Bureau for Handicapped Children, New York City Department 
of Health. Miss O’Shaughnessey is director, Community Program, New York 
Heart Association, New York, N. Y. 

This paper was presented before a Joint Session of the American Heart As- 
sociation, the American School Health Association, and the Maternal and Child 
Health and Public Health Nursing Sections of the American Public Health 
Association at the Eighty-Seventh Annual Meeting in Atlantic City, N. J., 
October 22, 1959. 


Additions to the Association's Archives 


The historical archives of the Association have been enriched by a recent con- 
tribution from John F. Norton. Ph.D., a former chairman of the Subcommittee on 
Standard Methods for the Examination of Water and Sewage, now in retirement at 
Tryon, N. C. His gift was a first edition of “Standard Methods for the Examination 
of Water and Wastewater,” as it is now known in its eleventh edition. When first 
published it was “Standard Methods of Water Analysis” and represented the report 
of the Laboratory Section committee bearing the same name. Appearing initially in 
the supplement number 1, May, 1905, The Journal of Infectious Diseases—a copy of 
which accompanied the gift—it was later published as a separate volume. 

The Association would like to build up a complete file of APHA publications 
and is particularly happy to now have the first edition of Standard Methods. APHA 
would welcome donations from generous readers of similarly hard to come by 
editions of its earliest works. 
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A state-wide program for the prevention of rheumatic fever is described 


below. As in the preceding paper, the cooperative nature of the 


activity is emphasized, as well as the importance of 


education and follow-up. 


OPERATION OF A COOPERATIVE STATE-WIDE 
RHEUMATIC FEVER PREVENTION PROGRAM 


Nicholas P. R. Spinelli, M.D.: Horace A. Brown, M.P.H., F.A.P.H.A.; and Nicholas J. 


Lavnikevich, M.P.H. 


a the past 15 years, the pre- 
vention of recurrences of rheumatic 
fever in the known rheumatic subject 
by the daily and continuous prophylactic 
use of antimicrobial agents has firmly 
established its effectiveness. 

Despite the widespread and enthusi- 
astic reports in the medical literature 
of the value of sulfonamide and _ peni- 
cillin prophylaxis in the prevention of 
streptococcal infections, it was apparent 
in the early part of this decade that 
such therapy had not gained widespread 
acceptance among community physicians 
generally. 

In 1954, the Connecticut: Heart Asso- 
ciation appointed a committee of physi- 
cians to evaluate this problem in Con- 
necticut and to formulate a_ practical 
working program to expedite the utili- 
zation of these effective drugs. After 
two years of intensive planning, such 
a program was inaugurated on a state- 
wide basis in June, 1955. This report 
is a summary of our four-year experi- 
ence in this public health effort.* 

*Recognizing that effective education 
toward widespread acceptance of the concept 
of rheumatic fever prophylaxis could be in- 
tensified and perhaps only accomplished 
through a concurrent service program to over- 
come practical barriers, the Education Com- 
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In the preliminary planning phase. 
the committee concluded that the two 
major stumbling blocks to widespread 
utilization of prophylactic drugs were: 
(1) Inadequate dissemination of scien- 
tific information to the practicing phy- 
sician, and (2) “prohibitive cost” of 
the recommended prophylactic drug to 
the patient. 

The first problem was tackled im- 
mediately prior to the program’s incep- 
tion by intensive professional education 


mittee of the Connecticut Heart Association 
recommended in 1953 that a special committee 
be formed to implement this new facet of 
medical knowledge. 

This progress report reflects the combined 
efforts of many medical and nonmedical mem- 
bers of the Heart Association and cooperating 
agencies, working with the assistance of ex- 
perienced public health staff. The result has 
been a state-wide program, conforming to 
business and professional ethics, and ad- 
ministered with a degree of precision that has 
achieved enthusiastic participation of thou- 
sands of persons—anyone of whom might have 
turned the direction toward confusion and 
eventual failure, rather than the success which 
it has been. 

Leadership of the Rheumatic Fever Com- 
mittee has been by: Dr. William J. Lahey, 
director, Medical Education, St. Francis Hos- 
pital, Hartford, Conn., 1954-1956; Dr. Harold 
Lehmus, internist, Manchester, Conn., 1956- 
1957: Dr. N. P. R. Spinelli, internist, Strat- 
ford, Conn., 1957-1959; Dr. Clifford Joseph, 
pediatrician, Torrington, Conn., 1959-. 
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on a state-wide basis and, more impor- 
tant, on a community level under the 
direction of the committee physician 
representative from each chapter of the 
Connecticut Heart Association. 

The second problem required careful 
development and negotiation. The pro- 
phylactic drug chosen was one 250,000 
u tablet of buffered penicillin G daily, 
as recommended by the Council on 
Rheumatic Fever and Congenital Heart 
Disease of the American Heart Asso- 
ciation.! Through negotiation with the 
organized pharmaceutical _ profession, 
wholesale drug houses, and from the 
selection of a penicillin supplier from 
bids received, it became possible to 
make the drug available to the patient 
at the approximate cost of $1 per month. 

The intent and the philosophy of 
the parent committee’s recommendation 
were threefold: (1) a continuing process 
of physician education, (2) a service 
to the rheumatic subjects of Connecticut. 
and (3) maintaining by every means 
possible the normal patient-doctor-phar- 
macist relationship. 

The cooperation and enthusiasm of 
both the physician and pharmacist was 
the crucial fulerum upon which the 
continuous success of this program 
rested. The cooperation of the Connec- 
ticut Pharmaceutical Association was 
achieved so that the rheumatic patient 
was able to purchase his prophylactic 
drug at low cost at his corner drug 
store. The enthusiasm of physicians 
grew as they realized our promotion 
was through the profession, not the 
press. Our program has functioned for 
four years as a joint effort of the Con- 
necticut Heart and Connecticut Pharma- 
ceutical Associations, with endorsement 
of both the State Medical Society and 
the State Department of Health. 

Early in our planning we concluded 
that the patient’s economic status should 
not be a factor in his eligibility for the 
drug. For the very few who could not 
afford even the modest cost of our pro- 
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gram the Connecticut State Department 
of Health agreed to provide free peni- 
cillin under the same dosage and time 
schedule. We have, therefore, stated for 
the past four years that no one in Con- 
necticut need be without prophylaxis 
against recurrences of rheumatic fever 
because of financial reasons. 

In effect. any individual who has had 
rheumatic fever in the past may obtain 
a continuous supply of penicillin at low 
cost upon the recommendation of his 
physician and upon the latter’s applica- 
tion for it to the Connecticut Heart 
Association. Seventeen’ chapters of the 
Connecticut Heart Association partici- 
pate in the support and operation of the 
program and provide information and 
materials to every physician in Connecti- 
cut. The burden of responsibility for 
accuracy of diagnosis and the need for 
prophylaxis is delegated largely to the 
referring physician. In its barest out- 
line. the working mechanics of our 
program are as follows. A_ physician 
desiring prophylactic penicillin for a 
rheumatic patient submits an application 
to the administrative office of the Con- 
necticut Heart Association. 

The physician is requested to check 
the criteria which are the basis of his 
diagnosis of acute rheumatic fever, ac- 
cording to Jones Criteria (Modified) .* 
These facts allow the Rheumatic Fever 
Committee, to a degree at least, to assess 
the accuracy of diagnosis. This outline 
also serves as a refresher mechanism 
for professional education. 

Upon receipt of this application in 
the state office of the Connecticut Heart 
Association, a pad of four prescriptions 
coded for the specific patient is for- 
warded to the applying physician. This 
represents a year’s supply of prophy- 
lactic penicillin at the recommended 
dose. Prescriptions are honored by 
every pharmacy in Connecticut, which 
is afforded prompt delivery of the spe- 
cial Heart Association penicillin by his 
wholesaler. A stub appended to each 
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prescription, which also carries the pa- 
tient’s code number, is forwarded by 
the pharmacist to the wholesale druggist 
who then releases a bottle of the special 
penicillin to the retail pharmacist. The 
coded stubs are returned weekly by the 
wholesalers to the Connecticut Heart 
Association office. In this manner, the 
administrative staff has in each patient's 
file a record of his performance in the 
maintenance of his prophylaxis. When 
the stub of his fourth prescription is 
received, a reapplication form is auto- 
matically sent to his physician, upon 
the completion and return of which a 
pad of prescriptions for the ensuing 
year is forwarded. The reapplication 
form requests information relative to 
the patient's progress, cooperation, and 
particularly data pertinent to strepto- 
coccal infection and/or recurrence of 
rheumatic fever during the year past. 
The functioning of this administrative 
system has been remarkably efficient 
during the past four years. 

The cooperative working relationship 
established in this program between the 
Heart Association and the members of 
the medical and pharmaceutical profes- 
sions has been of a high order. This 
was achieved by a combination of good 
basic community organization. good 
public relations, and meticulous atten- 
tion to every aspect of administrative 
detail. 

Vital to the continued healthy funce- 
tion of our program has been the role 
of the working Rheumatic Fever Com- 
mittee. which has continued to serve 
since the days of initial planning in 
1953. Originally comprised of physi- 
cians representing the chapters of the 
Connecticut Heart Association and mem- 
bers of the Connecticut State Depart- 
ment of Health, in the ensuing years 
it has grown to include representatives 
of the Pharmaceutical Association and 
public health nurses from official and 
voluntary agencies. It has been the 
responsibility of this committee to evalu- 


ate the validity of applications whose 
diagnostic accuracy was in question. The 
evaluation of reported recurrences of 
acute rheumatic fever by participating 
physicians has been a major task as- 
signed to the medical members of the 
group. Each reported recurrence is 
assigned for investigation to the com- 
mittee physician in whose community 
the reporting physician resides. De- 
tailed clinical facts are thus obtained 
by the investigating committee member 
by personal contact with the attending 
physician. The effectiveness of this phy- 
sician-to-physician contact in promoting 
continued professional education has 
been most gratifying. 

The problem of delinquency in con- 
tinuity of prophylaxis has been a major 
one and has been the subject of con- 
siderable committee discussion and 
effort, as will be noted later. 

The results of our four-year program 
might best be presented by a_ brief 
summary and discussion of the statistics 
which follow. Statistical control ‘has 
been maintained with Keysort punch 
cards, 

As of June 1, 1959, 5,927 applica- 
tions had been processed upon the re- 
quest of 1,061 physicians in Connecticut. 
The latter figure represents about one- 
half the Connecticut physicians who 
might be expected to see rheumatic 
patients. Only 41 per cent of our pa- 
tients have been under 20 years of 
age. so that far over half are adults 
with rheumatic heart disease. By far 
the largest group, 33 per cent, have 
been in the 25- to 44-year-age group, 
or that age when rheumatic heart dis- 
ease most commonly makes itself clini- 
cally manifest; 57 per cent of our pa- 
tients have been female, and the fact 
that 65 per cent of the patients in the 
age group 25 to 44 have been women, 
suggests that pregnancy is a strong fac- 
tor in the case finding of rheumatic 
heart disease. 

Although we have been gratified by 
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the statistics we have quoted, and by 
the corollary physician interest these 
figures represent, the figures of delin- 
quency by the patient in the main- 
tenance of prophylaxis have been un- 
fortunately equally impressive. Failure 
to follow physicians’ instructions is a 
large and general problem. The nature 
of our program is such that the re- 
sponsibility for the supervision of con- 
tinuity of prophylaxis rests with the 
family physician, and something over 
which our committee has no direct con- 
trol. It was found that by September, 
1958, when our program had_ been 
functioning over three years, 41.1 per 
cent of all patients were to some degree 
delinquent, and 42 per cent of these 
had not filled a prescription for at 
least one year! At that time, to aid 
the busy physician in the important 
task of achieving the vital end of con- 
tinuous prophylaxis, a procedure of re- 
porting to each physician those of his 
patients who were delinquent was _be- 
gun. These reports have been continued 
at intervals of every four months, and 
have afforded an added and excellent 
liaison between the committee and the 
referring physician. Those patients who 
had died, moved to other states, or had 
otherwise been lost to physician follow- 
up were found to comprise a significant 
portion of this presumed delinquent 
group. The physician’s cooperation in 
voluntarily responding to these reports 
has been excellent and is an index of 
the increasing enthusiasm for the pro- 
gram which the participating physicians 
of Connecticut have manifested. Proba- 
bly largely a result of this effort, the 
delinquency rate had dropped to 34.8 
per cent by January, 1959. After a 
physician had received three such de- 
linquency reports on the same patient, 
and if there was no response from the 
physician, it was decided to automati- 
cally drop from the program those pa- 
tients who had not filled a prescription 
for a year or longer. As a result of 
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this procedure, by June, 1959, our net 
enrollment was 4,039 patients, only 23.7 
per cent of whom were delinquent to 
any extent. 

While these measures have properly 
served to alert the family physician to 
the magnitude of his patients’ delin- 
quencies, it seemed obvious that a more 
positive and aggressive program was 
needed to aid the physician. That the 
community public health nurse might 
help to fill this need seemed obvious, 
and during the past year planning for 
just such a program has progressed. 
It is hoped that in 1960 the public 
health nurse, with the consent of the 
family physician, may reach not only the 
delinquent members of the patient load, 
but may also establish liaison with each 
new enrollee in the program at the onset 
of his experience with prophylaxis. This 
phase of our program is being planned 
as a controlled experiment, so that 
valid statistical data referable to the 
effectiveness of such service may be 
obtained. Consultation and cooperation 
in this enterprise is being afforded by 
the Heart Disease Control Program and 
the Division of Public Health Nursing 
of the Public Health Service. 

The final and obviously most pertinent 
statistics relate to the incidence of rheu- 
matic fever recurrences which have been 
reported. Education of the physician 
in the investigation of, and reporting 
to the Heart Association of suspected 
recurrences has been an intensive and 
continuous part of our program. Such 
reported recurrences are personally fol- 
lowed up by individual physician mem- 
bers of the committee for the complete 
clinical details of such suspected 
currences. The ultimate decision is 
based on the opinion of a majority 
of the committee. To date, our docu- 
mentation of bona fide recurrences has 
heen surprisingly low. Of 36 reported 
cases, which have been investigated, 11 
have been felt to be definite failures 
of our prescribed regimen; eight seem- 


ingly true recurrences have occurred 
while the patient had been delinquent 
in the maintenance of his prophylaxis; 
and in 17 cases the reporting physi- 
cian was unable to supply sufficient 
clinical or laboratory data upon which 
a valid decision might be based. In 
the latter instances, it is felt that the 
process of family physician interroga- 
tion has served a pertinent educational 
end. We are well aware that our figures 
do not accurately describe our achieve- 
ment in the area of rheumatic fever 
recurrences. They are gratifying enough, 
however. to make us feel that an effec- 
tive measure of our desired goal is 
being achieved. 

Of particular interest to us has been 
the experience of the Division of Labo- 
ratory Services of the Connecticut State 
Department of Health in relation to 
streptococcal culture specimens sub- 
mitted by Connecticut physicians.* In 
1954, a total of 1,415 such specimens 
were processed; and in each succeeding 
year, the requests for such service ap- 
proximately doubled. The projected es- 
timate of the number of streptococcal 
cultures that will have been reported 
in 1959 is 27,276, or approximately a 
twentyfold increase since 1954. 
there have been no corresponding in- 
creases in other laboratory services 
offered, it is strongly suggested that this 
phenomenon has been an outgrowth of 
our physician education efforts, and that 
the Connecticut physician has become 
more streptococcus conscious. These fig- 
ures offer wholesome implications rela- 
tive not only to prevention of recurrent 
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rheumatic fever, but to prevention of 
the primary episode of the disease as 
well. 

The basis for maintaining physician 
interest in our program has been the 
low cost of the penicillin provided for 
his patient. It is probable that in the 
foreseeable future, the retail price of 
this drug will drop to the modest levels 
now provided by our special arrange- 
ments, and that the need for and the 
existence of our program will end. The 
results of our educational effort will 
then be apparent. We firmly believe 
that the concept of prophylaxis in the 
medical management of the rheumatic 
patient will continue at a higher level 
than could have been otherwise achieved. 

The future direction of our program 
is currently a matter of committee plan- 
ning. The possibility that certain ele- 
ments of the program will in some 
manner be perpetuated by the State 
Department of Health, under whose 
aegis it ultimately most properly be- 
longs, seems logical. In the meantime, 
the never-ending process of physician 
education continues, and thousands of 
Connecticut's citizens who have had 
rheumatic fever are daily taking pro- 
phylactic drugs which otherwise they 
probably would not have received. 
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This description of the Michigan program for control of rheumatic fever 


emphasizes the need for cooperation of agencies and coordination of 


effort. 


In addition, the author stresses the key role of the family 


physician and the need for education of the family. 


ADMINISTRATIVE PHASES OF A RHEUMATIC FEVER 
PROPHYLAXIS PROGRAM ON A STATE-WIDE BASIS 


Carleton Dean, M.D., M.P.H., F.A.P.H.A. 


|" 1943 the Michigan Crippled Chil- 
dren Commission, with the financial 
aid of the Children’s Bureau, established 
in seven counties of the Upper Penin- 
sula of Michigan “A Program for the 
Care of Children Suffering from Rheu- 
matic Fever and Heart Disease.” Al- 
though the Children’s Bureau had as- 
sisted in the establishment of Rheumatic 
Fever Programs in other states, they 
were predominately in urban and large 
city areas, while our program was estab- 
lished as a pilot study to provide Sul- 
fadiazine prophylaxis to rheumatic chil- 
dren living in rural and sparsely settled 
areas. Our objective was “to secure 
adequate care and treatment for chil- 
dren afflicted with heart disease and 
allied conditions, and include such pre- 
ventive steps as may be possible and 
indicated by our present knowledge of 
the etiology and epidemiology of these 
conditions.” To assist in accomplishing 
this objective, the program offered con- 
sultation service to the family physician 
in diagnosing rheumatic fever, itinerant 
clinics, and education to local nurses 
and families in the necessity for early 
treatment and preventive measures. 

At that time, in the seven counties 
selected for the pilot program the com- 
mission had on its register approxi- 
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mately 500 recorded cases of rheumatic 
fever ranging in age from birth to 21 
years. These cases were known to the 
commission because in the years before 
this special program, the commission 
had provided hospital and convalescent 
care for all cases of rheumatic fever 
in this age group, whose families were 
totally or partially unable to finance 
needed hospital treatment. 

The favorable results obtained during 
this pilot study convinced us that it was 
feasible to carry on a state-wide Pro- 
phylaxis Program in rural as well as 
urban areas to prevent recurrences of 
rheumatic fever by controlling the pos- 
sible recurrence of streptoccal infections. 
In anticipation of the termination on 
June 30, 1955, of our pilot program 
in the Upper Peninsula, and because 
of the satisfying experience which re- 
sulted from that program, the commis- 
sion was stimulated to consider estab- 
lishing a state-wide Rheumatic Fever 
Prophylaxis Program for children under 
21 years of age. 

The commission was further stimu- 
lated to undertake a state-wide program 
by the recommendations for the pre- 
vention of recurrences of rheumatic 
fever through control of Group A Beta 
Hemolytic Streptococcal infections of the 
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Committee on Prevention of Rheumatic 

Fever and Bacterial Endocarditis of the 

American Heart Association.* These 

recommendations were for continuous 

year-round administration of one of the 

following drugs to patients who had 

already had one or more attacks of 

rheumatic fever, or who showed clinical 

evidence of rheumatic heart disease: 

a. Sulfonamide—daily by mouth, or 

b. Penicillin—daily by mouth, or 

c. Benzathine Penicillin G—monthly__intra- 
muscularly. 


Methods (a) and (b), while success- 
ful when properly executed, are depend- 
ent on patient cooperation and are 
sometimes unsatisfactory because of neg- 
ligence or irregularity of medication. 
Method (c), the monthly intramuscular 
administration of Benzathine Penicillin 
G, has some definite advantages over 
the other two methods because (1) it 
guarantees that the patient is actually 
receiving the medication; (2) it tends 
to maintain a more stable blood-level 
of penicillin; and (3) the method re- 
quires a monthly visit to the doctor's 
office thereby affording an opportunity 
for closer supervision and better follow- 
up, an objective otherwise difficult to 
attain. 

Therefore. in January, 1956, the 
Michigan Crippled Children Commis- 
sion and the Michigan State Department 
of Health established a joint state-wide 
prophylaxis program for the control 
of streptococcal infections in patients 
having had one or more attacks of 
acute rheumatic fever. The program is 
divided into two phases: (1) the State 
Department of Health is responsible for 
the free distribution of Benzathine Peni- 
cillin G and Sulfadiazine to physicians 
for use in any case having been pre- 
viously diagnosed as having rheumatic 
fever; and (2) the Michigan Crippled 
Children Commission is responsible for 
financing medical supervision in the 


* Published in Circulation Vol. XI (Feb.), 
1955. 
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local doctor’s office of the monthly ad- 
ministration of the Benzathine Penicillin 
G to rheumatic patients under 21 years 
of age who have been under the com- 
mission's regular hospital program. 
The program, on the commission 
level, was designed to afford an oppor- 
tunity for children who have had rheu- 
matic fever to remain under medical 
supervision, and to receive, as recom- 
mended, monthly check-ups and _ injec- 
tions of Benzathine Penicillin Gor 
other therapy, for the eradication or 
prevention of the streptococci from the 
throat (secondary prevention). It was 
hoped thereby perhaps to reduce hospi- 
tal periods for acute phases of rheumatic 
fever in children. In addition to the 
two agencies mentioned above the pro- 
gram is also supported by the Michigan 
State Medical Society and its Rheumatic 
Fever Control Committee, whose initial 
support and interest has been continued. 
The success of any State-Wide Rheu- 
matic Fever Prophylaxis Program de- 
pends on obtaining the interest and 
cooperation of the local family physi- 
cian who plays the key role. Usually 
he is the first person to see the member 
of a family who develops a streptococcus 
infection or rheumatic fever. The child 
is his primary concern at all times and 
in accepting his responsibility as the 
family physician, he counsels the family 
(and child) regarding the outline of 
services to be followed. The physician 
knows whether or not cardiac damage 
exists, and if present, how severe it is; 
thus he is able to advise the parents 
regarding a planned regime for the 
child. Furthermore, the family has con- 
fidence in his advice and ability, and 
is more apt to initiate and continue 
the prophylactic treatment under his 
supervision. In addition, he usually has 
his office in the locality where the child 
lives, so that it is more convenient for 
the parents as far as time and travel 
expense are concerned. Free choice of 
physician is granted the family, in case 
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they do not desire the physician who 
treated the child in the initial attack, 
or in case the family moves to some 
other locality. It has been gratifying 
to see the interest of the medical pro- 
fession in following the rheumatic fever 
children that are or have been under 
their care. The reaction on their part 
has been excellent. 

In Michigan, Rheumatic Fever Diag- 
nostic Centers of the Michigan State 
Medical Society are available for con- 
sultation service when requested by 
family physicians. The Diagnostic Cen- 
ters are usually located in the Out- 
Patient Department Clinics. They are 
manned by qualified specialists who 
utilize the hospital facilities for labora- 
tory work, x-ray electrocardiographic 
studies. and so forth. Ordinarily the 
diagnostic team consists of a_pediatri- 
cian or internist (cardiologist), a roent- 
genologist and other medical specialists. 
These centers may be used to check 
unconfirmed cases so as to confirm or 
to rule out rheumatic fever. All reports 
and recommendations are sent back to 
the family physician referring the case. 
If the diagnosis is confirmed, the family 
physician supervises the recommended 
prophylactic treatment. 

Indigent borderline economic 
cases may be sent to the Diagnostic 
Center and the commission will pay the 
costs of laboratory service and/or hos- 
pitalization, when necessary, in cases 
eligible for financial assistance. In cases 
where the family is in a position to 
pay a consultation fee, the fee is set 
by the individual diagnostic group. 

An essential supporting role in the 
success of a program such as this, is 
played by the parents, who must be 
informed of the necessity of prophylaxis. 
Their attitude toward prophylaxis is 


based upon their adequate understand-. 


ing of its importance, thus motivating 
them to accept and cooperate in the 
prophylactic regime. Their understand- 
ing will be reflected in the extent of 
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their cooperation and acceptance of their 
responsibility. The emotional effect upon 
the child who receives monthly injec- 
tions must also be taken into considera- 
tion. This is an area which should be 
studied to determine if the child’s emo- 
tional reaction plays a part in the effec- 
tiveness and acceptance of the program. 
A register of 1eumatic fever cases 
is an essential ageacy tool for adequate 
program guidance both in initiating and 
maintaining continuity of service. To 
be effective, the register must contain: 
1. A current and running record on those 
children who have been diagnosed as hav- 
ing had one or more attacks of acute 
rheumatic fever and who are (a) under 
prophylactic treatment, or (b) who re- 
quire follow-up in order to place them 
under prophylaxis. 
A record of those children who are re- 
ported as having had rheumatic fever, but 
who require follow-up and referral to a 
Rheumatic Fever Diagnostic Center for 
confirmation of the diagnosis and recom- 
mendations for prophylactic treatment. 


te 


When our state-wide program was 
started, the commission screened its 
Crippled Children Case Register (main- 
tained on IBM cards) and set up a 
register composed of those rheumatic 
fever cases which were previously hos- 
pitalized by the commission. Those cases 
were reviewed and the family physician 
was contacted to ascertain his desire 
to institute prophylaxis with monthly 
injections of Benzathine Penicillin G. 
If he agreed, the child’s parents were 
contacted to find out whether or not 
they would agree to have monthly in- 
jections administered to the child by 
their family physician. If the family 
was willing. the county health depart- 
ment helped them to arrange an appoint- 
ment with their doctor. This procedure 
continues to be followed as new cases 
of rheumatic fever become known to 
the commission. 

When a child who has been receiving 
prophylaxis under the Michigan Rheu- 
matic Fever Prophylaxis Program dis- 


continues treatment, the commission 
tries to find out why the treatment has 
been stopped. The following method is 
used: 


1. A letter is sent to the doctor and he is 
asked if the monthly injections have been 
discontinued on his advice or for other 
reasons. (A carbon copy of this letter is 
sent also to the county health depart- 
ment.) 

2. If the doctor replies that treatment has 
stopped because the patient no longer 
keeps his appointments, the commission 
writes the family (sending a carbon copy 
to the county health department) calling 
their attention to the importance of 
regular monthly prophylactic treatment 
and encouraging them to resume visits to 
the family physician. The county health 
department, having received a copy of 
such letter, also contacts the family to 
point out the importance of continuing 
treatment. 

3. If the doctor replies that the family has 
moved, efforts are made by the commission 
through the county health department to 
obtain the family’s new address. When 
the address is received, a letter is sent 
to the family asking for the name of their 
new family physician so that he may be 
contacted regarding continuation of the 
prophylaxis program. 

4. If the doctor replies that further monthly 
treatments are not necessary, the commis- 
sion removes the case from its active 
Rheumatic Fever Register. 


An analysis of the Michigan Crippled 
Children Commission’s Rheumatic Fever 
Register and its follow-up procedures 
during a six-month period, January 1, 
1959, through June 30, 1959, revealed 
the following: 


371 children were receiving Benzathine Peni- 
cillin G 
22 children were receiving Sulfadiazine 


393 Total children receiving treatment under 
the commission’s jurisdiction, 85 of 
which were started on a _ prophylaxis 
regime after January 1, 1959 


Excluded from the total of 393 cases 
are 50 cases which were dropped from 
the program for the following reasons: 


264 


— 


0 Patients discontinued making visits to 
their doctor. 
10 Moved and were unable to be located. 
9 Changed to different drugs not provided 
under the program. 
9 Doctors discontinued treatment. 
3 Attained age 21 (age limit of MCCC 
program 
Married 
Transferred to private-pay basis. 
Died 
Entered Military Service 
Allergic to both drugs supplied under 
the program. 
Further treatment not indicated. (Had 
been on program for two years.) 
Treatment temporarily discontinued by 
doctor. 


For those children eligible for its 
assistance, the Michigan Crippled Chil- 
dren Commission participates financially 
in this program to the exteet of paying 
the family physician a fee of $3 for the 
monthly check-up and administration of 
the Benzathine Penicillin G, or Sulfadia- 
zine prophylaxis, and in addition, for 
indicated laboratory service provided in 
the doctor’s office. 

The following expenditures have been 
made for these services: 


1956 $1.741.00 
1957 $6,652.00 
1958* $7,991.30 
January, 1959, through September, 

1959 $5,943.50 


Total $22,327.80 


* The expenditures for the year 1958 covered 
the following: 

349 children on Benzathine Penicillin G 

20 children on Sulfadiazine prophylaxis 

229 doctors who participated in service to 
the children treated 

4 clinics which participated in service to 

children 


The success of a state-wide prophy- 
laxis program such as is carried on in 
Michigan is dependent upon four essen- 
tial elements: 


1. Cooperative efforts of the coordinating 
agencies sponsoring the program—namely 
the Michigan Department of Health and 
the State Crippled Children Commission. 
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2. Availability of diagnostic and consulta- elements are based upon an active and 
tion centers. continuing educational program. It is 
3. Understanding and cooperation of the jn this area that public health personnel 
practicing fa Ge extensively to the success 


4. U nderstanding and interest of parents in of any state-wide or community program 
the importance of regular monthly pro- 4 cr 
phylaxis treatment for their child. to reduce the recurrence of rheumatic 

fever through the control of strepto- 


The effectiveness of the latter two coccal infections. 


Dr. Dean is director, Michigan Crippled Children Commission, Lansing, Mich. 

This paper was presented before a Joint Session of the American Heart As- 
sociation, the American School Health Association, and the Maternal and Child 
Health and Public Health Nursing Sections of the American Public Health 
Association at the Eighty-Seventh Annual Meeting in Atlantic City, N. J., 
October 22, 1959. 


Ten-Week Course at Argonne Laboratory 


A tuition-free course in radiation safety and health physics is being offered to 
personnel from federal, state, and municipal public agencies by the Industrial 
Hygiene and Safety Division of Argonne National Laboratory, March 13-May 19, 
under the sponsorship of the Atomic Energy Commission. 

Some of the topics to be covered at lectures, demonstrations, and experiments 
are: Biological Effects of Radiation, AEC Regulations and Standards, Administra- 
tion of Health Physics, Industrial Safety and Liability, Monitoring Methods, Shield- 
ing, Waste Disposal, Gamma Spectrum Analysis and Meteorology. 

In field practice students will use Argonne’s Research Reactor CP-5, Experi- 
mental Boiling Water Reactor, radioisotope laboratories, accelerators, and biology 
laboratories. 

Further information from John F. Ege, Jr., Director, Industrial Hygiene and 
Safety Division, Argonne National Laboratory, 9700 South Cass Ave., Argonne, Ill. 
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This paper presents some principles of research design that can guide the 


planning of design of public health investigations. 


They are illustrated 


in terms of a project actually carried out by one of the authors. 


SOME PRINCIPLES OF RESEARCH DESIGN 


IN PUBLIC HEALTH 


Irwin M. Rosenstock, Ph.D., F.A.P.H.A., and Godfrey M. Hochbaum, Ph.D. 


a is a planful and systematic 
activity directed at the discovery of 
new facts or at the identification of 
relationships among facts. It attempts 
to achieve these objectives in a manner 
that will insure that the data obtained 
can be generalized, that is, can be ap- 
plied to a wider range of situations 
than the one studied, and that the data 
are not influenced by the conscious or 
unconscious bias of the investigator or 
by any other extraneous factors. Scien- 
tific research insures that its findings 
are generalizable and that they are 
maximally free of bias by systematically 
employing scientific research method- 
ology. 

Scientific research is thus defined in 
terms of its objectives (discovery of 
facts and identification of relationship 
between facts) as well as in terms of 
its methods (assuring both generaliz- 
ability and validity of the findings). 
The mere application of technics from 
the armamentarium of scientific research 
in the absence of the research objective 
does not stamp an activity as scientific 
research. Conversely, striving after the 
discovery of facts without employing 
scientific methodology is not scientific 
research although it may serve valuable 
purposes. 
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Life History of a Research Project 


In this article we present some prin- 
ciples of research design. While the dis- 
cussion cannot be comprehensive, it may 
serve as a guide for the planning and 
design of administrative research in 
public health. In order to invest these 
principles with the 
meaning for health workers, their use 
will be illustrated by a description of 
the life history of a particular research 
project which was actually carried out.* 
Although the study selected is in the 
field of social science, the principles 
to be illustrated are equally applicable 
to research in any field. 


greatest possible 


1. Formulating the Problem 


The study grew out of Public Health 
Service experience with x-ray case-find- 
ing activities in the field of tuberculosis. 
In the late 1940's and early 1950's, the 
Public Health Service was intensively 
involved in demonstrations designed to 
improve case finding in tuberculosis. 
Programs were conducted in many lo- 
calities in which the total adult popu- 


* Hochbaum, G. M. Public Participation in 
Medical Screening Programs: A_ Socio- 
Psychological Study. Department of Health, 


Education, and Welfare, PHS Publ. No. 572, 
1958. 
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lation was urged to come in for x-ray 
screening. The extent of public partici- 
pation varied considerably from place 
to place, but, in general, did not achieve 
the high level desired by program 
planners. Moreover, presumptive evi- 
dence was obtained that the incidence of 
tuberculosis was probably higher in 
groups that did not appear for screen- 
ing than in groups that did. 

In 1951. officials of the Tuberculosis 
Program of the Public Health Service 
and representatives of the National Tu- 
herculosis Association met with members 
of the Behavioral Studies Section for 
the purpose of considering ways of in- 
creasing public participation. However 
laudable this objective was. in and of 
itself, it was not immediately susceptible 
to research for reasons to be described 
later. Much more detailed analysis was 
necessary before research could — be 
planned. 

The Tuberculosis Program officials 
were asked for their best hunches con- 
cerning the nature of the problem. A 
variety of reactions was obtained. We 
learned, for example, that every con- 
certed effort had already been made to 
inform the population in surveyed lo- 
‘calities. We further learned that in so 
far as possible, mobile x-ray units used 
for the programs had been placed in 
convenient neighborhood locations; that 
their hours of operation generally were 
set to fit in with the living habits of the 
local population; that cost was not a 
factor since the x-rays were provided 
free of charge: that for the individual. 
obtaining the x-ray was a quick pro- 
cedure which did not require much 
of his time. Factors such as knowledge, 
cost. time, convenience, and the like 
had one important characteristic in 
common. They all dealt with potential 
harriers against participating in the 
screening program; failure to plan ade- 
quately for any of these factors might 
have prevented some people from com- 


ing in. For example, if a unit had 
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operated only during week-day working 
hours, it may be expected that a large 
proportion of working individuals could 
not have participated in the program. 
If the x-ray had involved cost to the 
individual, it might be expected that 
poor people would have stayed away. 
It became clear in discussions with pro- 
gram officials that they were implicitly 
asking for the identification of still 
other barriers that might prevent people 
from accepting screening and which 
they had perhaps overlooked. In short, 
they were implicitly asking for a study 
around the question: “Why, despite 
our best efforts, are some people still 
not coming in for screening?” This 
type of question almost presupposes that 
if it were possible to remove all barriers 
of the situational kind—that is, cost, 
time, location, and any others that 
might be identified—everybody would 
come in for screening. 

The principal investigator on the proj- 
ect, a trained social psychologist, had 
good reason however not to accept this 
assumption. His training led him to 
reason that while situational barriers are 
important in inhibiting desired action, 
their removal will not provide the posi- 
tive forces needed to take action. These 
positive forces are in fact motives or 
drives. It seemed clear that even if 
all situational barriers to taking action 
were removed, a significantly large pro- 
portion of people might still not utilize 
the opportunity for screening simply be- 
cause they were not motivated to do so. 

Hochbaum’s approach was to turn the 
question around. Instead of asking why 
people are not coming in for screening, 
he chose to direct his attack to the 
question: Why are people coming in for 
screening? By asking the question in 
this way, he was insuring a concern 
with the positive forces that impel people 
to take action and thus avoided limit- 
ing the study to factors which might 
prevent it. 

Before work could continue, it was 
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necessary to consider whether the re- 
search question was capable of being 
answered under the existing conditions. 
The failure to ask whether a proposed 
problem is in fact susceptible to sys- 
tematic research is a most commonly 
committed error. To judge whether a 
problem is susceptible to sound research, 
one must first ask whether the ultimate 
purpose of the research is in principle 
capable of being achieved; second, 
whether a solution to the research prob- 
lem as stated would contribute to the 
achievement of the ultimate objective; 
and finally, whether the research 
methods to be employed are likely to 
yield data that will answer the research 
question. In the case-finding study, the 
conclusion was that the problem was 
clearly susceptible to research because 
in principle greater success in case-find- 
ing programs was obtainable, because 
an analysis of why people were coming 
in for x-ray seemed likely to provide 
a basis for increasing program success, 
because there was an adequate supply 
of available persons who had had a 
recent opportunity to participate in the 
program, because methods were avail- 
able or could be adapted for studying 
motives, and because there were avail- 
able the necessary resources to do the 
job in terms of skilled researchers and 
adequate financial backing. 

One of the most common consequences 
of the failure to consider analytically 
the question, “Is this problem subject to 
systematic study?” is the tendency to 
undertake more than one can do in a 
given research project, either by propos- 
ing to do much more than can reason- 
ably be expected of any limited research 
or by proposing to solve highly complex 
issues with most inadequate method- 
ology. We may call the latter approach 
“shooting bears with BB guns.” 


2. Review of Literature 


After formulating the research prob- 
lem, a rather comprehensive review of 
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the literature was undertaken. The liter- 
ature review concerned (1) any studies 
made in connection with tuberculosis 
and other screening programs, and (2) 
methodological work concerned with ob- 
taining personal information from peo- 
ple. The review failed to uncover any 
previous research which had approached 
the problem from the point of view of 
the present study. However, some leads 
were provided by comparable work done 
in content areas other than tuberculosis 
which could be used as a basis for 
improving the present design. 


3. Formulating Hypotheses and Making 

Assumptions Explicit 

The principal investigator then formu- 
lated a series of hypotheses as explicitly 
as possible. It is not possible here to 
cover the hypotheses in detail. In gen- 
eral they concerned, first, the indi- 
vidual’s psychological readiness to par- 
ticipate in the screening program ( itself 
based on three separate psychological 
factors); second, the role of situational 
factors in facilitating or inhibiting the 
readiness; and, third, the role of cer- 
tain cues or stimuli to action. 

A common misconception exists that 
hypotheses consist of assertions which 
the investigator is bound and deter- 
mined to prove at all cost. In reality, 
hypotheses, however they are formu- 
lated, are nothing more than hunches 
or ideas about the findings that may 
he expected. They are to be tested in 
the research — not proved by the 
research. Every effort is made to ob- 
tain data concerning a hypothesis or 
hunch which can as likely disprove 
the hypothesis as prove it. Or data may 
be obtained which will lead, if so indi- 
cated, to revision of the original hy- 
pothesis. 

A hypothesis may be stated in declara- 
tive terms, e.g., “There is a difference 
in intelligence between groups 1 and 2.” 
It may be stated as a null hypothesis, 
e.g., “There is no difference in intelli- 
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gence between the groups.” Or the hy- 
pothesis may be stated as a question, 
e.g.. “Is there a difference in intelli- 
gence between the groups?” The form 
in which a hypothesis is stated is not 
as important as the clarity of the state- 
ment. 

In the case-finding study, the attempt 
was made to define the hypotheses 
operationally, which means defining 
them in terms that are measurable. A 
term such as “health consciousness,” 
for example, is not measurable without 
further definition, while a term like 
“visiting the physician within some 
specified period of time” is measurable. 
In the attempt to formulate hypotheses 
operationally in the case-finding study, 
it was necessary to define certain terms 
that might not at first seem to need 
much further definition. Consider, for 
example. the phrase: the act of obtain- 
ing a chest x-ray. 

Practically all other studies of partici- 
pation in x-ray screening programs had 
merely dichotomized individuals accord- 
ing to whether they had or had not 
obtained x-ray within a specified period 
of time. Obtaining an x-ray might 
appear to be fairly explicit but in 
reality it is not specific enough. What, 
in fact. do we really mean by obtaining? 
Is the food handler who is compelled 
to obtain a chest x-ray behaving in a 
way that is similar to the person who 
without compulsion obtains the x-ray? 
Is the person who obtains the x-ray to 
screen for tuberculosis behaving simi- 
larly to the person who does so when 
concerned with heart disease or lung 
cancer? Is the person who obtains x-ray 
only after the appearance of suspicious 
symptoms taking the same action as 
the person who obtains it in the absence 
of symptoms? Is the person who obtains 
the x-ray at a mobile unit behaving in 
a way similar to the person who turns 
to his physician or to the hospital? The 
action itself appears identical on the 
surface. but the motivation, the context, 
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the very nature of the behavior can 
be regarded as very different. This 
consideration led to defining the phrase, 
“obtaining a chest x-ray,” in terms of 
four factors: (1) whether the x-rayed 
person had voluntarily obtained a chest 
x-ray without compulsion or pressure, 
(2) under what specific circumstances 
he had sought x-ray, (3) to what kind 
of x-ray facility he had turned, and 
(4) the time period in which he had 
obtained x-ray. 


4. Specification of Needed Data 


Following the definition of terms used 
and a formulation of explicit hypotheses, 
it was necessary to specify precisely the 
kinds of data that would have to be 
obtained to test the hypotheses. A 
single example will show how a particu- 
lar hypothesis was analyzed to identify 
the kinds of data that would be needed. 
Under the general category of “psycho- 
logical readiness to obtain x-ray” one 
specific hypothesis dealt with beliefs 
concerning the possibility of being sick 
in the absence of symptoms. It was 
hypothesized that, other things being 
equal, people would be more likely to 
accept a chest x-ray voluntarily if they 
truly accepted the fact that they might 
be suffering serious illness (tuberculosis ) 
while feeling perfectly well and free 
of symptoms. Now, to the uninitiated 
it might seem that this hypothesis could 
be tested by obtaining one simple piece 
of data, namely the person’s reactions 
to a question such as: “Do you think 
you could have tuberculosis without any 
symptoms and while feeling in the best 
of health?” Fortunately, it was recog- 
nized that a spuriously high proportion 
of people would probably respond in 
the affirmative to such a question. Peo- 
ple may accept a fact intellectually while 
rejecting it emotionally. Thus, an infor- 
mation-type question was incorporated 
in the questionnaire; but care was taken 
to include other questions that would 
tap the depth of the respondent’s emo- 
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tional conviction on the same point. 
This dual approach to obtaining certain 
personal information will be discussed 
in more detail in the following section. 
The central point of this section is that 
each and every hypothesis and each 
and every part of the hypothesis had 
to be subjected to careful scrutiny for 
an analysis of the specific data that 
would have to be obtained in order 
to test it adequately. 


5. Selection of Methods and Technics to 
Yield Needed Data 


By this time in the history of the 
case-finding project, the ultimate pur- 
pose had been identified and the re- 
search problem had been defined. Rele- 
vant literature had been reviewed and 
assumptions, definitions, and hypotheses 
had already been made explicit and 
defined in measurable terms. Finally, 
the detailed data that would be needed 
to test the hypotheses were specified. 
At this point and not before, methods 
were selected to obtain the needed data: 
and at this point, it was determined 
what kinds of samples should be selected 
for the study. 

Without going into detail here. suffice 
it to say that the research design as de- 
veloped required that the sample studied 
encompass people who had never ob- 
tained chest x-rays as well as people 
who had obtained x-rays voluntarily 
and under certain other conditions such 
as in response to social pressures, fears 
related to health, compulsion, and so 
forth. The design, in addition. necessi- 
tated that the samples be representative 
of various socioeconomic groupings 
within the population from which they 
were to be drawn. For these reasons 
and in view of certain other considera- 
tions it was decided to select three 
specific large cities for study and to 
draw representative samples in each 
totaling about 1,200 persons. Data were 
collected in this case through the use 
of a personal but standardized question- 
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naire consisting of about 90 principal 
questions. Several types of questions 
were used—all were free-answer and 
included direct as well as indirect and 
other projective questions. The hour- 
long interviews were recorded by trained 
interviewers as nearly verbatim as pos- 
sible. 

It is of particular importance to point 
out a few pitfalls in the use of question- 
naires and interviews because adminis- 
trative research in public health practice 
so often involves obtaining information 
from people and because this is not 
as simple as it may seem. We all tend 
to regard ourselves as experts in elicit- 
ing information from people, probably 
because we spend so much of our time 
talking to people. Frequently, however. 
we obtain less real information than 
we think. The fact is that obtaining 
personal and reliable information from 
people is more than an art. It also 
involves the use of scientific technics. 
Recently, a survey was undertaken by 
a state health department to identify 
health needs in a locality. One of the 
questions asked of a representative sam- 
ple of community residents was: “What 
are the leading public health problems 
in this community?” This 
might seem to a public health group to 
he relatively simple. But in order for 
a layman to give a meaningful answer 
to the question, he must know the mean- 
ing of these terms: leading, public 
health. problem, and this community. 
To the extent that any of these words 
are not understood, they will limit the 
kinds of answers that are obtained. 
Even more seriously, the words may 


question 


be understood by laymen, but under- 
stood differently than the public health 
administrator understands them and the 
answers will thus be misleading. In 
the particular case described. approxi- 
mately two-thirds of all the respondents 
could not report any leading public 
health problems in their communities. 
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This suggests that they did not ade- 
quately understand the question. 

It was indicated earlier that Hoch- 
baum, in attempting to tap people’s 
beliefs about whether one could be sick 
without’ any symptoms, asked one 
straightforward, direct question but also 
asked some indirect or projective ques- 
tions. Let us contrast the results. In 
response to direct questions, over 80 
per cent of a group of 931 respondents 
stated correctly that x-rays could detect 
the presence of tuberculosis in a person 
before he would be aware of any symp- 
toms. It would thus seem that most 
people understand that one can have 
tuberculosis without symptoms. 

For the indirect or projective ques- 
tion, a drawing of a mobile x-ray unit 
was shown to each respondent. The 
drawing showed a few people standing 
in line to get x-rayed and it showed 
several who were apparently passing by. 
Respondents were asked, among other 
things. “Why do you think some of 
these people are passing by?” A good 
many of the respondents who had indi- 
cated that x-rays could detect tubercu- 
losis before symptoms became noticeable 
gave such typical answers as: “They 
seem healthy—there’d be no need for 
them”: or “He probably feels O.K. It 
would be a waste of time”; or “They all 
I don’t 
know about this one—but the others. 
They don't look like they have tubercu- 
losis”; or “Some may just be afraid 
to find out. but some don’t need them, 
| guess. At least, they don’t kook like 
it.” Despite the fact that these people 
had given the correct answer to the 


seem to be healthy and strong 


direct question, their responses to the 
projective question revealed ambiguity 
or real conflict about the issue. 

While indirect or projective questions 
are extremely useful for obtaining  in- 
formation that people will not volun- 
tarily about themselves, _ it 
should not be thought that their use 
is limited to this situation. Frequently 


provide 
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a person himself does not know how 
he feels or is not sure. Questioning him, 
for example, about how others might 
feel about things will frequently elicit 
answers that are applicable to the indi- 
vidual himself. 

In summary, obtaining valid informa- 
tion from people is not less complicated 
than say, sampling. Thus, expert con- 
sultation in questionnaire construction 
will be as beneficial as expert consul- 
tation in sampling. 

A brief consideration of the logic 
of sampling will be sufficient for present 
purposes. The purpose of sampling is 
to reduce the amount of work involved 
in describing characteristics of some 
population group; and, since in public 
health work it is rarely feasible to study 
every member of the population with 
which we may be concerned, sampling 
is necessary. Now a finding obtained 
from a sample may be generalized to 
a population only when the individuals 
studied constitute a random or repre- 
sentative sample of the population. 
Briefly, the requirements for random 
(or representative) sampling are, first, 
that every member of the population or 
group to be studied has an equal prob- 
ability of being drawn in the sample, 
and second, that each member drawn 
in the sample actually be studied or 
in some way accounted for. 

A famous example illustrates how 
nonrandom sampling can throw off re- 
sults with disastrous effect. In 1936, 
“The Literary Digest.” a well known 
periodical, attempted to forecast the 
outcome of the presidential election 
through a scientific opinion poll. For 
the sample, a number of names were 
drawn from telephone directories. In 
1936, the population of telephone sub- 
scribers did not represent the total 
voting population. Telephone subscribers 
were generally better off financially, and 
were more likely to be Republicans. In 
short, the first criterion of random 
sampling had to be violated in any tele- 
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phone sample in 1936 since many mem- 
bers of the voting public had no oppor- 
tunity to be selected by this method. 
What happened? “The Literary Digest” 
predicted an overwhelming victory for 
Governor Landon, and _ subsequently 
went out of business. 

A frequent question raised concerns 
the determination of minimum sample 
size needed. Briefly, one estimates 
needed sample size in terms of such 
considerations as the complexity of the 
analyses to be made, the heterogeneity 
of the population regarding the charac- 
teristics to be studied, the degree of 
precision of findings required, and the 
kinds of statistical measures to be used. 

Obviously, methods for selecting ran- 
dom samples as well as for determin- 
ing sample size are highly technical— 
so much so that even the experienced 
researcher will frequently call for the 
assistance of an expert in this area. 


6. Planning the Analysis 

It may be expected that with the 
development of a questionnaire the case- 
finding study would have been ready to 
go into the field, but it was not. It 
was known that time would be saved 
in the long run and serious errors 
avoided if a few additional steps were 
undertaken before the field phase. One 
of these steps involved an attempt to 
plan the kind of analysis that the prin- 
cipal investigator intended to make later 
with the data he expected to obtain. 
The mere step of setting up blank or 
dummy tables that show which data 
to be obtained will have to be related 
to what others and in what manner, 
occasionally will show gaps in the data 
that are being sought and may occa- 
sionally show that more data are being 
sought than are actually needed. More- 
over, indicating the kinds of statistical 
procedures one intends to employ in 
the analysis helps to determine the 
minimum sample size needed. Finally, 
the analysis plans frequently show that 
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the form in which the data are to be 
obtained will not render them suscepti- 
ble to the specific kind of an analysis 
being designed. 

As part of the analysis planning 
phase, it is important to make explicit 
plans for coding and content analysis 
of responses, if content analysis is to 
be applied. Since the purpose of con- 
tent analysis is to extract information 
from obtained responses that is relevant 
to the variables being studied, the basic 
design of any coding scheme is properly 
a part of the research design phase and, 
therefore, should not be postponed until 
after the data are collected. As indicated 
earlier, the questionnaire used in the 
tuberculosis case-finding study consisted 
of 90 questions of the free-answer type. 
Thus, vast quantities of material were 
expected from the 1,200 or so indi- 
viduals included in the sample. More- 
over, since it is known that people may 
express the same thoughts or feelings 
in different ways, it becomes necessary 
to plan for extracting the essential points 
from the great variety of responses. A 
complex scheme for content analysis 
therefore had to be developed. To give 
the reader an idea of the details in- 
volved, it is necessary only to indicate 
that the coding scheme itself required 
70 pages for presentation. 


7. Pretesting Study Design 


Normally, in the development of a 
project, one would at this point pretest 
his instruments on a small but represen- 
tative sample of the population with 
which he is concerned. Unfortunately, 
as is so often true, in the case of the 
present example, inadequate time was 
available for thorough pretesting al- 
though some was done. And there was 
reason to regret the inadequate pre- 
testing, for a simple clerical error in 
the instructions to the interviewer later 
resulted in the failure to obtain certain 
important information from about 150 
respondents. More careful pretesting 
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would have identified this clerical error 
early and it would have been possible 
to rectify it. 


8. Collection of Data 


After all these steps had been accom- 
plished, the study was taken into the 
field. the interviewers were trained in- 
tensively. and the data were collected. 
In all. approximately seven months had 
been required for the detailed planning 
of the study and three weeks were re- 
quired to collect all the data. Thus 
approximately 90 per cent of the time 
spent on the study before analysis was 
devoted to planning. The ratio of time 
devoted to planning and of time devoted 
to collection of data reflects the great 
amount of care and effort that should 
be invested in the planning phase. The 
more care one takes to foresee potential 
difficulties and problems in the collec- 
tion. analysis, and final interpretation 
of data. the smaller will be the risk 
of subsequent errors, omissions, and 
problems. Once the actual phase of 
data collection has begun, it may be too 
late to overcome such problems. In our 
experience more research projects fail 
completely or at least yield doubtful 
and distorted findings because of in- 
adequate planning than because of in- 
adequate methodology in the collection 
of data. 


9. Analysis of Data 


The complex content analysis that had 
been developed was applied to the col- 
lected data, and the latter were sum- 
marized through machine tabulation in 
the manner that had been prescribed 
by previous planning and which was 
necessary for the subsequent statistical 
analysis. 


10. Interpretation and Reporting 


In a study whose hypotheses have 
been stated clearly, the interpretation 
of data is always simpler than in one 
whose hypotheses are vaguely stated or 
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not stated at all. In the latter case, 
one is required to rationalize the data 
after the fact, a process always fraught 
with some danger. As indicated, the 
study discussed here had a number of 
fairly well defined hypotheses with ques- 
tions specifically designed to gather data 
relevant to the hypotheses. As a con- 
sequence, the interpretations of data 
were almost automatic in most cases. 

It was recognized that the major 
impact of the study would be in terms 
of its usefulness to health workers every- 
where. Researchers in public health 
practices have the obligation to seek 
publication for their material so that 
others may profit from both their suc- 
cesses and failures. In the present case, 
the methods and findings obtained were 
published as a monograph of the Public 
Health Service which was widely dis- 
tributed to health organizations. 


Principles of Research Design 


The principles of research design that 
have been illustrated in the detailed 
example can now be stated. 

1. A clear-cut unequivocal definition 
of the research problem and its rela- 
tion to the purposes of the program is 
essential before good research can be 
undertaken. In our example, asking 
why people take an action led to a 
profoundly different study design than 
might have been implied by the alter- 
nate question: Why do people not take 
a particular action? 

2. Review of the relevant literature is 
always important. Occasionally the in- 
vestigator may learn that the very prob- 
lem to be studied has already been 
solved by someone else or that certain 
helpful information has been obtained 
previously. Or review may suggest ways 
of improving one’s own design by learn- 
ing from the experiences, errors, and 
findings of others. 

3. The hypotheses, questions, or 
hunches to be studied should be stated 


273 


explicitly and operationally to assure 
that their truth or falsity can in fact 
be established by the data. Moreover, 
key concepts in the research must be 
defined clearly to leave no doubt as 
to what they mean and to assure correct 
interpretation of the data obtained later. 

Much research is carried out which 
does not proceed from formal hypothe- 
ses. Rather, data which are deemed 
relevant to the problem on hand are 
collected first. Their analysis and ex- 
amination then leads to the formulation 
of hypotheses. This sequence of steps 
is proper and even advisable under 
certain conditions, notably re- 
search is carried out on problems about 
which too little is known as yet to state 
formal hypotheses or when the primary 
purpose of the project is to generate 
new ideas and hunches. 

However, contrary to what one might 
suppose, this approach is often more 
difficult and far more risky than one 
based on formalized if broad hypotheses. 
Unless the investigator is well trained 
and well versed in research, the returns 
are likely to be of questionable validity 
and not at all in proportion to the neces- 
sary investment in time, money, and 
effort. All health workers are acquainted 
with “research projects” in which vast 
amounts of resources have been poured 
into the collection of “facts” in the 
absence of explicit hypotheses. Too often 
the result has been little more than a 
collection of fairly voluminous but use- 
less data. 

Another point should be made. In 
most cases, an absence of hypotheses 
in research is more apparent than real. 
Though the investigator may not state 
formal and expert hypotheses, the mere 
fact that he decides to collect certain 
data and to disregard certain others 
shows that he has in mind some ideas. 
albeit vague and implicit ones, about 
the relationships of these data to the 
problem being studied. In short, very 
often the difference between formal and 
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hypotheses-based design and what ap- 
pears to be pure empirical research 
lies in the degree to which the ideas 
and hunches of the investigator have 
been thought through clearly and intel- 
ligently, have been made explicit, and 
are examined in a controlled and _ sei- 
entific manner. 

Furthermore, the alleged absence of 
different data to permit the formulation 
of hypotheses is not infrequently used 
as an alibi for an unwillingness to 
think through a problem, to commit 
one’s ideas to the scrutiny of others, 
and to risk refutation by subsequently 
obtained data. For all these reasons. 
we strongly advocate the use of explicit 
hypotheses in public health research 
unless there are strong counterindica- 
tions. 

1. Each hypothesis to be studied must 
he analyzed into its component parts 
in order to identify the specific data 
that will be needed to test it. 

5. Too often a research technic is 
used merely because it is the easiest. 
or because it has worked in the past 
on a similar problem, or merely be- 
cause it is available. When selecting 
specific research methods to be used, 
or when developing new ones, the fol- 
lowing should be kept in mind: it is 
a dictum of good research to select 
the methods and technics in accordance 
with the hypotheses to be tested, the 
data to be collected, and the purpose 
to be served by the project. To the 
fullest possible extent the selection of 
methods, technics, and instruments 
should be based on this dictum, even 
though limitations in financial and 
other resources or in technical skills 
frequently restrict the investigator's free 
choice of methods and technics. More- 
over, research methods, including the 
interview, are technical matters and 
should be developed and used by trained 
people. 

The population to be studied should 
be identified as clearly as possible, and 
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when total coverage is not feasible, 
efforts should be made to observe sci- 
entific sampling procedures. Provision 
should be made for control groups 
where it is important to hold constant 
some factor not under study. The pur- 
pose of control in research is simply 
to assure that any observed findings 
are due to a factor that is being studied 
and are not due to some accidental, 
unique, or extraneous factor. When, for 
example, we wished to study the rela- 
tionship between certain beliefs about 
tuberculosis and the voluntary decision 
to obtain an x-ray, it was not enough 
merely to show that the two were re- 
lated. It is entirely possible, and in 
fact was true, that age and education 
are also related to obtaining x-rays. 
In order to test whether an obtained 
relationship between beliefs and be- 
havior was not due merely to the effects 
of either age or education, it was neces- 
sary to apply statistical controls which 
ruled out influences exerted by impor- 
tant factors which we did not wish to 
study at that time. 

6. The kind of analysis proposed 
should be specified during the planning 
phase and related to the kinds of data 
anticipated. This step often suggests 
improvements in the design before it is 
too late to make changes. 

7. Adequate pretesting of materials 
should be undertaken before the study 
goes into the field to assure that ques- 
tions are understood and that they pro- 
vide the kinds of data needed. 

8. The collection of data is frequently 
the briefest single phase of a research 
investigation. If the study has been 
well conceived and adequately pretested 
and if, furthermore, interviewers are 
well trained, relatively little difficulty 
will occur in the data collection phase. 

9. Analysis and interpretation of data 

In administrative research in public 
health, we may frequently deal in pre- 
viously uncharted areas, seeking infor- 
mation that has rarely been sought in 
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precisely the same way. This fact im- 
plies that the public health researcher 
will have occasion to use open-ended 
or free-answer questions with the people 
he studies. It follows then that content 
analysis will often have to be applied 
to data obtained in administrative re- 
search in public health. As indicated 
earlier, content analysis is a highly com- 
plex matter entailing the services of a 
technical expert. 

In public health research, it is often 
advisable to sample large groups of 
people. When this is the case, research 
data will most efficiently be handled 
hy machine tabulation—again an area 
where expert advice is essential. 

10. In general, the interpretation of 
results is reasonably straightforward in 
definitive studies in which hypotheses 
have been operationally stated. How- 
ever, in new research areas hypotheses 
may not be capable of fully operational 
statement. In such cases, ingenuity 
tempered by an appreciation of statis- 
tical theory will need to be exercised 
in attempting to infer the principles 
which most efficiently account for a 
set of results. 

One of the most important obligations 
of the research specialist is to commu- 
nicate his methods and findings to his 
colleagues so that their research efforts 
may be built upon his. In the area of 
administrative research in public health 
this obligation is even more pressing. 
since soundly conceived research should 
produce findings that can be applied 
to the improvement of public health 
programs even in localities outside the 
one that has been studied. 


Prevalent Misconceptions About 
Administrative Research 


It is widely but incorrectly believed 
that a research design will be judged 
favorably if it contains certain “magic” 
words, phrases, or concepts. The fore- 
going presentation should demonstrate 
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that the magic required is not one of 
words, but one of rational, systematic 
planning. The person who can develop 
a sound plan will rarely have trouble 
communicating its soundness, and con- 
versely the person who has difficulty 
in communicating a good plan probably 
does not have one. 

A second misconception is that in- 
adequate research plans can be made 
acceptable by labeling them “explora- 
tory.” True enough, research in un- 
charted areas often involves exploration 
of imperfectly defined hypotheses or 
incompletely developed methods. But, 
as indicated in this paper, the explora- 
tory researcher is not freed from the 
obligation to observe the principles of 
sound research design to the maximum 
extent possible. 

A third misconception is that basic 
research in which research is an end 
in itself is good, and that applied re- 
search in which research is a means 
to an end is poor. Nothing could be 
farther from the truth. It is both pos- 
sible and imperative to develop sound 
research designs in applied research, 
and it is not unusual to see poor designs 
for basic research. 


Conclusions 


The major purpose of this paper was 
to shed a little light on the nature of 
the research process and on some of 
its complexities. The design of research 
is a technical matter involving technical 
skills. The enthusiastic but untrained 
researcher is not more likely to dis- 
cover new facts systematically than is 
an enthusiastic but untrained layman 
likely to perform successful appendec- 
tomies. In any attempt to do more or 
less definitive research, the skills of the 
trained researcher are essential. It may 
be added parenthetically that this re- 
striction does not apply to all data- 
gathering activities of health agencies 
but only to those whose aim is to dis- 
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cover or establish new facts in a way 
that is generalizable to other situations 
and free of certain biases. 

A second purpose of this paper has 
been to communicate the logic for al- 
lowing a relatively long planning period 
in the development of any research. 
The human mind is, for the most part. 
simply incapable of foreseeing all con- 
tingencies at one moment in time. By 
employing a process of successive ap- 
proximation through trial and error, we 
can always improve our thinking. Thus. 
continual review of plans is nearly al- 
ways required. 

Finally, it should be clear that not 
all problems are susceptible to research 
under the conditions in which they 
would have to be studied. Much dis- 
appointment, time, and money can be 
saved by subjecting research ideas and 
plans to careful scrutiny for over-all 
adequacy. The application of the prin- 
ciples described to any research plan 
will invariably lead to suggestions that 
can materially improve the final re- 
search product. 

It is self-evident that no brief article 
can cover all principles of research 
design. Indeed, it would be presumptu- 
ous to claim even that all the most 
important ones were considered here 
or that the ones selected were discussed 
with anything approaching thorough- 
ness. Interested readers will find any 
of the sources listed in the bibliography 
—particularly those marked with an 
asterisk—useful for the planning and 
design as well as for the execution of 
research. 
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A Decade of Milk Certification 


Growing acceptance of the Coopera- 
tive State-Public Health Service Pro- 
gram for the Certification of Interstate 
Milk Shippers, now in its tenth year, 
is evidenced in a recent report from 
the Milk and Food Program of the 
Service. At present, 36 states and ap- 
proximately 700 shippers participate 
in the voluntary program. In 1951, 
approved shippers numbered 160 in 17 
states. Many states and municipalities 
use the program to obtain reliable in- 
formation on the sanitary quality of 
milk supplies from points beyond rou- 
tine supervision. 

The Public Health Service has certi- 
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fied 115 sanitarians now employed in 
state departments of health or agricul- 
ture as milk sanitation rating officers. 
Milk sanitation ratings of pasteurization 
plants and their producing farms are 
submitted to the Service for listing in 
its quarterly publication, “Sanitation 
Compliance Ratings of Interstate Milk 
Shippers.” The level of compliance rat- 
ings has risen substantially over the 
years with significant improvements in 
the sanitary quality of milk shipped 
under the program. Uniform criteria 
are provided by the “Milk Ordinance 
and Code Recommended by the Public 
Health Service.” 
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EDITORIALS 


An Exercise in Retrospective 
Epidemiology—And Its 
Possible Utility 


J' st about a decade ago Doll and Hill' 
reported a remarkable study which 
pointed to smoking as an important 
cause of lung cancer. Since then an 
association between cigarette smoking 
and the occurrence of lung cancer has 
heen generally accepted, even though 
there still are investigators who mini- 
mize the significance of this association. 
A wide variety of investigations have 
heen carried out to determine the causal 
factors that might be involved, either 
directly or indirectly, but few, if any, 
clear-cut results have been achieved. A 
recent review of the evidence by Davies* 
leaves one with the impression that 
the smoking-cancer problem is at present 
a tangle of controversy and_ possibility 
without any apparent prospect of early 
solution. For example, he points to 
the need for study of air pollutants 
and other factors that “may be essen- 
tial features operating as adjuncts with 
smoking. From this viewpoint a 
recent paper by Satterlee*® is of interest. 

In 1956, Satterlee presented the thesis 
that arsenic in cigarette smoke can act 
as an important pulmonary carcinogen.* 
The current paper emphasizes the role 
of “arsenic as a potential carcinogenic, 
or cocarcinogenic, agent pervading the 


modern human environment.” sup- 
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port of the argument Satterlee cites an 
epidemic of arsenic poisoning that oc- 
curred among beer drinkers in the 
Manchester-Salford-Liverpool area ‘of 
England in the fall of 1900.2 The story 
is indeed an exercise in epidemiology 
and might well be studied by students 
of public health. 

On November 9, 1900, a poor law 
physician of Salford reported to the 
local medical officer of health that he 
had in his district a large number of 
patients with peripheral neuritis who 
were only moderate beer drinkers. Fur- 
ther inquiry showed that most of the 
employees at a local brewery had suf- 
fered with similar symptoms for some 
three months. As the patients had no 
lead line on the gums and colic was 
absent, lead poisoning was not con- 
sidered likely. The diagnostic puzzle 
was solved by Dr. E. S. Reynolds. the 
visiting medical officer to the Man- 
chester Workhouse Infirmary, where in 
two wards containing 62 beds. there 
were 25 cases of “alcoholic neuritis.” 
Reminded by his resident physician 
that a number of these patients had 
shingles, Reynolds jumped to the con- 
clusion, “Why, there must be arsenic 
in the beer the people are drinking! .. . 
because, of all known drugs arsenic is 
the only drug which causes shingles.” 
Obtaining some of the beer his patients 
had been drinking, he soon demon- 
strated arsenic in the sample. 
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Further investigation, first at Man- 
chester, and in 1901 by a Royal Com- 
mission on Arsenical Poisoning, led to 
the discovery that arsenical contamina- 
tion was present in the glucose used in 
the breweries of Salford, and eventually 
to studies of chronic arsenical poisoning. 
This work was accentuated in January, 
1902, with the occurrence of another 
epidemic of arsenic-beer poisoning in 
Halifax, Nova Scotia. The Halifax out- 
break, which comprised about 40 cases 
with two deaths, was not caused by 
glucose contaminated by arsenic, but by 
the use at one brewery, of a variety oi 
gasworks coke high in arsenic content 
as a malting fuel. 

The investigation of the Royal Com- 
mission on Arsenical Poisoning called 
attention to “volatile arsenic” in coals 
and in coal derivatives. The role of 
this arsenic became a matter of dispute 
and made no lasting impression on 
workers with cancer. Satterlee now em- 
phasizes “the critical, oligodynamic 
effect of arsenic as a cocarcinogen in 
cigarette-tar cancer as contrasted with 
its toxic and tumor-inhibitive effect in 
higher dosage.” He stresses “the epi- 
demiologic significance of a labile-ar- 
senic component of fossil fuels being 
discharged into the atmosphere by flame 
combustion and thus risking conjuga- 
tion with polycyclic hydrocarbons, cresols 
and phenols during pyrolysis.” Whether 
or not one accepts this thesis, one point 
made by the author must carry weight. 
“It is depressing,” he says, “to con- 
template present-day inertia in the smok- 
ing cancer problem, frustrated in a 
tangle of controversy and mixed moti- 
vation, without prospect of the authori- 
tative organization and coordination of 
action that its solution demands.” 

The fact of the matter is that Satter- 
lee’s point is only too well taken. Too 
many workers in this field have taken 
positions and are more concerned with 
their defense than with their possible 
abandonment. The fact is that while 
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evidence in favor of a relationship be- 
tween smoking and epidermoid lung 
cancer appears to be consistent, con- 
firmation of such a relationship in terms 
of pathogenesis is still absent. The very 
nature of this situation requires that all 
possibilities be investigated in a coordi- 
nated manner, even those that seem to 
he contrary to accepted doctrines. 
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The Vocabulary of Health 


worp is a word is a word, to para- 
A phrase Gertrude Stein. But what is 
a word? It is neither concrete reality 
nor has it substance. Yet the combina- 
tions of sound that we call words are 
intimately related to human thought 
and behavior. Words have emotional 
associations, musical and poetic values. 
and can also convey meaning. Even 
more important is the fact that in com- 
bination these qualities and attributes 
come to symbolize the things that men 
desire, no matter how illusory these may 
he. A life, a society, an entire culture 
may fall prey to such deceptive symbols 
and be lured into futile pursuit of a 
mirage symbolized by a word. 

It is indeed true that words help us 
to communicate and to organize our 
behavior with purpose and meaning. 
But it is also true that there is a ten- 
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dency for words to imprison the mind 
and to corrupt thought. Words can be 
devalued, degraded, and corrupted; and 
such words debase and confuse thought 
and action. To see how this process 
works one need only examine the vo- 
cabulary of health, past and present. 

One may see how a good word, sani- 
tation, has become flecked by association 
with dirt. Similarly, with an assist 
from the pitch men of the commercial 
world, the lovely goddess Hygeia, has 
been endowed with the flavor of tooth- 
paste and the texture of cellulose. But we 
do not really need this help. Our col- 
leagues are independently capable of 
degrading good words and of manu- 
facturing poor ones. As a result, one 
may observe such current verbal terata 
as the “aging”; the “sewer-connected 
population”; “radiological health”; and 
“problem”—used as a universal noun, 
like “thing.” 

A few confections of this kind need 
not occasion alarm. As language changes 
in response to new needs and conditions, 
words will be coined. Some will be 
imprecise, awkward, improperly em- 
ployed, or open to distortion. Eventu- 
ally some words are dropped, others are 
restricted in use, and still other new 
ones are invented. This is the process 
by which language grows, but the proc- 
ess is not completely spontaneous; in 
part, at least, it can be controlled. But 
the control is vested in events as much 
as in the word-smith. Several examples 
will serve to make the point. 

The “aging” as a noun is a term that 
is said to cause the flesh to creep. No 
one likes to be reminded that time 
dribbles on. And rhetoricians cringe 
at the spectacle of a gerund masquerad- 
ing as a noun. “Senior citizens,” a 
confection of the National Education 
Association, is even less popular. To 
some it suggests a beer-hall campus 
loaded with gaffers. The problem here 
is to confer a sense of dignity and 
humanity on the remnants of a cohort 


widely considered to be a simple nuis- 
ance if not a burden to their juniors. 
The term, “elder,” was forced by a 
zealous editor upon one contributor to 
the literature, but he was not happy with 
it. The solution may be to cease to 
segregate any category of citizens. Let 
there be no rank discrimination on 
grounds of race, creed, sex, or age. Given 
adequate medical and social services 
for all, aging may then cease to be a 
categorical disease, or a term of oppro- 
brium. 

Delegates to the conference on home- 
makers in Chicago in February, 1959, 
worried over such an issue. “Home- 
maker” carried unhappy connotations. 
implying to clients that they were not 
competent to manage their own affairs. 
and implying to the social servants cer- 
tain duties or limitations which were 
objectionable. But what alternatives 
were offered: “home aids, home helps. 
home keepers, family aide, household 
aid, steward, housekeeping service.” 
Only limits of imagination inhibited 
such suggestions as “Samaritan, neigh- 
bor. or angel.” Miss Brahna Trager 
sensibly voiced a common understand- 
ing that words develop their own con- 
notations in use, that the term itself is 
less important than the activity. Never- 
theless, with rumblings of Madison Ave- 
nue in the room, the notion persisted 
that the homemaker service needs a 
good five cent label. 

“Radiological health” is a term com- 
parable to a label like “tuberculous 
health.” And yet its inventors were 
reluctant to separate the benefit from 
the hazard. Although “radiation control” 
would at least be consistent with “pol- 
lution control,” in the anarchistic mood 
of recent years even the word “control” 
has had sinister connotations. Perhaps the 
enterprise which has given birth to such 
wonderfully descriptive terms as “fall- 
out, rabbit, hot, and shield” will yet 
come up with a pungent description of 
the job of protecting society from the 
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consequences of its monkey curiosity. 
Let us hope, at least, that there will 
always be a “radman.” 

The words “problem” and “program” 
are so overworked that sometimes editors 
will play Beaver with them as they read 
copy to each other. The first to spot 
“problem” scores two points; “program” 
scores one, being on the whole more 
likely to have a legitimate use. “Prob- 
lem,” on the other hand, can almost al- 
ways be replaced by some more hopeful 
term, such as “need, prospect, outlook, 
condition, arrangement, or challenge.” 
Too often it betrays the author’s own 
frustration or despair rather than a real 
arrangement of questions to which he 
seeks the right answers. 

The major abuse of the term “pro- 
gram” occurs when there is none. An 
author may have an idea, or even a 
plan, or there may be a schedule of 
activity, and even a high degree of 
random activity, but all this may be 
described as a “program” only by a 
special act of grace. To correct the 
abuse of “problem,” a slight psycho- 
logical adjustment may serve; and “pro- 
gram” may be restored to respectability 
if its users will look themselves squarely 
in a mirror. 

Venturing an assault direct upon the 
holy of holies itself, Dr. I. Gordon, 
medical officer of health of Iford, Eng- 
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land, has issued a polemic titled “That 
Damned World Health.” In his judg- 
ment, members of the health services 
are doomed to poverty until they learn 
to identify themselves as disease fighters. 
He takes no stock in positive psychology 
when it comes to dealing with budget 
officers and others with fingers on the 
public purse. Here we have dissatis- 
faction not simply with the shape or 
connotations of a word but with an en- 
tire concept and philosophy. The moral 
and ethical questions raised by this 
challenge are formidable. For example. 
is it not a betrayal of mental health 
to put all one’s emphasis on a negative 
approach? On the other hand. may 
it be a betrayal of holistic health to 
pursue a rigid policy that so far has 
kept health services on a semistarvation 
diet? From the arena of this conflict. 
the discreet will silently withdraw. 

We simply suggest that in the vast 
constellation of professional skills which 
attend the public health, there may yet 
be need for further consideration of the 
proper use of the English language. 
Like radiation, words can be dangerous 
or useful, or both. The degree or quality 
of thought may swing the issue. but 
hardly in the face of a hostile history. 


The Journal is indebted to Marcus Rosen- 
blum, editor, Public Health Reports. Wash- 
ington, D. C., for the above editorial. 


The new division will organize its 
support of basic social science research 
under four programs: anthropological, 
economic and sociological sciences, and 
the history and philosophy of science. 
Dr. Henry W. Riecken, formerly head of 
NSF's Office of Social Sciences and pro- 
fessor of sociology at the University of 
Minnesota, has been appointed assistant 
director of the new division. 
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OF THE AMERICAN PUBLIC HEALTH ASSOCIATION 


TO THE GOVERNING COUNCIL 1959-1960 


Committee Leadership and Structure 


There are many ways in which the 
value of a professional association like 
ours in a free society might be meas- 
ured. However, there is probably no 
single indicator of that strength more 
valid than the individual dedication, 
inspiration, and competence of the leader- 
ship of our various committees and work 
parties. Selection of that leadership is 
one of the heaviest responsibilities laid 
on the Executive Board by our Con- 
stitution and By-Laws. Surely it is 
no secret that there has been dissatis- 
faction from time to time over the desig- 
nation of committee chairmen and mem- 
bership by our Board. But I suspect 
that there has been more dissatisfaction 
on the Board itself than anywhere else! 

This has certainly not arisen through 
any lack of the highest caliber profes- 
sional leadership from our designees; 
but, rather, a feeling that in so vast a 
country, so varied a profession with such 
a multiplicity of skills and competences, 
it was well nigh impossible for any 
group to know all the possible candi- 
dates well enough to choose wisely and 
repeatedly among them. Two years ago 
we started a systematic canvassing of 
our membership through the Committee 
on Committees made up of the secre- 
taries of all 14 Sections. These people. 
along with the previous committee chair- 
men, probably have a wider geographic 
and intradisciplinary acquaintanceship 
among potential leaders than could any 
other similar group of people in the 
nation. That first year a total of 52 


individuals suggested by the Committee 
on Committees was appointed by the 
Executive Board within 108 positions. 
In other words, about 50 per cent of 
the replacements or reappointments 
came from this broader based source. 
With that in mind, the Board utilized 
this device at our first meeting following 
the last session of the Governing Council 
in 1959 to select again about 50 per 
cent of our committee members and 
chairmen from this source. We believe 
that the productiveness of the commit- 
tees and the new faces which have been 
introduced to our committee member- 
ship in this fashion have made con- 
tinuation of this experiment worth while 
in 1960. However, because of consid- 
erable criticism of the name “Committee 
on Committees” we are now calling it 
“Committee on Membership Deploy- 
ment”—which probably will be criti- 
cized with equal violence. If any of 
you have the ideal name for such a 
unit of the Association, please do not 
hesitate to let us know. 

New units authorized by the Execu- 
tive Board during the year to which 
members were appointed include a new 
Program Area Committee on Health 
Services in Disaster, a Committee on 
International Health, and an Advisory 
Committee on ‘Finances, the first two 
having served on an ad hoc basis dur- 
ing 1959. 


Agency and Sustaining Memberships 


Following the recommendations of the 
Arden House Report, the Governing 
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Council in 1957 approved and adopted 
changes in our Constitution and By- 
Laws making possible a new type of 
membership for certain health agencies. 
This provision was due in part to the 
acknowledged need of a sound basis for 
expanded income if the Association were 
to expand its services to members; but 
it was also an equally sincere recogni- 
tion of the present “facts of life” in 
public health practice. For the indi- 
vidual can accomplish little except 
through the group, and benefits from 
a professional association like ours do 
not stop with the individual but also 
have significant values for the organized 
groups making up our health agencies. 
It was deemed wise to utilize the major 
foundation grants which had been made 
for the purpose of expanding Associa- 
tion services to establish our Washing- 
ton Office, our Western Regional Office. 
to add staff and services in the field of 
professional education, and to add fur- 
ther administrative consultation compe- 
tence in the central office. This having 
been done during the following year. 
we were prepared to offer Agency Mem- 
bership on this expanded base during 
1960. It gives me a ‘great deal of 
pleasure to report that more than 25 
per cent of our state departments of 
health have signified during the year 
just passed their intention of taking out 
Agency Membership and that 11 have 
already secured funds and made their 
payment of Agency fees for the current 
year. In those states where approval of 
the plan has been indicated by official 
agency participation, Agency Member- 
ships have been offered to the local 
departments of health, and in the one 
state where staff time has been avail- 
able for intensive follow-up of evidences 
of interest the response has been very 
encouraging. The next step will be to 
offer Agency Membership to those in- 
terested nonofficial agencies who desire 
in this fashion to benefit by membership 
in the Association and to support our 
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efforts. You may be interested in the 
list of states that have already com- 
pleted application and have been or are 
about to be elected to Agency Mem- 
bership by the Executive Board: 


California New Jersey 


Colorado North Carolina 


Florida Ohio 

Idaho Oklahoma 
Maine Pennsylvania 
Maryland Washington 
Montana Wisconsin 


The Board also has acted favorably 
on an Agency Membership for one of 
the Graduate Schools of Public Health, 
that of the University of California. The 
first local health department to be 
elected to Agency Membership was the 
San Joaquin Local Health District of 
California. 

This is a good beginning but much 
more must be done and much more of 
this type of support must be secured 
if we are to have the firm financial base 
for operation at our present expanded 
level which will be needed at the termi- 
nation of our foundation grants. 

With regard to Sustaining Member- 
ships, it would seem that the various 
health-related industries of the nation 
have an ever-growing equity in the kind 
of joint professional planning and stand- 
ard-setting represented by an organiza- 
tion such as the American Public Health 
Association. With its tradition of bring- 
ing together all levels of official health 
agencies in government, other profes- 
sional organizations, the voluntary health 
agency leadership, and those health 
workers who are employed by industry 
—-with this tradition our Association 
offers an unparalleled opportunity for 
all segments of the complex health field 
to participate in activities which help to 
shape tomorrow’s public health practice. 

In the light of these considerations 
the fact that our Sustaining Member- 
ships from industry represent something 
less than 1 per cent of our total income 


would seem far out of proportion to 
the contribution we make in this joint 
effort. 


Planning Methods of Procuring 
Additional Funds 


It has already been mentioned that 
the Board established an ad hoe Ad- 
visory Committee on Finance to assist 
in planning for additional support for 
the Association. A number of outstand- 
ing persons in the field of finance and 
industry have agreed to serve on this 
committee which is still in the process 
of formation. 

It is hoped that through this mecha- 
nism we will be able to “lay our case” 
before American industry and secure 
substantially more support than the mere 
token amount currently available. An 
increase in the number of Sustaining 
Members is one way in which this can 
. be achieved. 

It was also agreed by the Board dur- 
ing the year after a number of dis- 
cussions that in the future our appeals 
to foundations should be on the basis 
of specific projects of a demonstrational 
or service type rather than for unear- 
marked general support funds. A num- 
ber of such projects are drafted or in 
the process of being drafted and will 
be referred to later on. 


1960 Budget 


During 1959 our expenses for the first 
time approximated one million dollars. 
Fortunately our income was in balance. 
The budget approved by the Executive 
Board for the year 1960 amounted to 
$1,058,450, and in view of the antici- 
pated cessation of one of our major 
foundation grants and the expectation 
that Agency Membership and Sustain- 
ing Membership income would not off- 
set that deficiency, approval was granted 
for the utilization of $27,250 from re- 
serves to balance the budget. It is too 
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early to say for sure whether this 
utilization of reserves will be actually 
needed, but unless additional Agency 
Membership support is secured in the 
closing months of the year it undoubt- 
edly will be. 

The form of the budget as presented 
this year follows closely the statement 
of income and expense which appeared 
in the March issue of the Journal for 
the fiscal year 1959. In that statement 
for the first time a breakdown was 
available of costs for salaries, expenses, 
equipment and supplies in each of our 
major activities. Also during the year 
a system of quarterly reports has been 
adopted rather than monthly summaries 
which will give the Board a continuing 
check on income and expenditure geared 
to the form of the budget now in use. 
The staff has been asked by the Board 
to present a narrative justification with 
its 1961 budget which would include 
desirable plans for new projects which 
might be carried out if additional funds 
were available. It is the considered 
opinion of the Board that there is an 
urgent need for a minimum of $200,000 
from Agency Memberships in 1961— 
approximately half of this to preserve 
the advances made in the last three 
years and the other half to make further 
advances in services to public health. 


Plans for the Future 


Some of these additional Association 
activities which could be carried out if 
more funds are secured might include 
support for regional offices serving the 
Southern Branch and the Middle States 
Branch; employment of a research con- 
sultant for project design; and employ- 
ment of a public relations counselor. 
These suggestions are a few among 
many that have been considered by the 
Board in terms of additions to our gen- 
eral services. They would supplement 
and not conflict with specific projects 
of narrower interest which might be 
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supported through foundation or fed- 
eral grants. 

One of these special projects deserves 
particular mention. It is the proposed 
joint effort with the National Health 
Council to establish a commission on 
community health services. For sev- 
eral years there has been a growing 
conviction on the part of Association 
members and particularly the leadership 
of its Program Area Committee on 
Public Health Administration that there 
is a vital need for a revision of the recom- 
mendations and philosophy expressed in 
the Emerson Report which was titled 
“Local Health Units for the Nation.” 
This committee report of the APHA was 
published in 1945 and served as a very 
effective stimulus to development of 
more and better local health depart- 
ments for the first decade or so after its 
publication. Still with the conviction 
that local health units are the optimum 
mechanism for providing community 
health services of most types and in 
most areas, it must be admitted that the 
picture of public health services has 
changed during the intervening years. 
There has been an expansion of both the 
need and demand for certain types of 
new services and a diminution in both 
need and demand for other types of 
traditional public health services. To 
meet this changing situation an inten- 
sive and extensive examination in depth 
of community health needs and the part 
which organized public health can play 
in meeting them is urgently needed. 
With the National Health Council pro- 
viding coordination between many re- 
lated health agencies and with the 
American Public Health Association 
providing the professional guidance for 
this reevaluation of community needs 
and services, it should be one of our 
high priority special projects providing 
funds can be secured. This would prob- 
ably entail at least three years of active 
data collection and analysis, including 
a national conference to pull together 
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recommendations based on those find- 
ings and followed by a year or two 
of follow-up work to assure acceptance 
of the recommendations. 


Other Actions of the Board 


After two years of study a personal 
classification and salary plan drafted 
by the Association’s own consultant in 
this_ field was submitted to the Board, 
reviewed and approved. It provides for 
an orderly allocation to position grades 
according to responsibilities and duties; 
a system of annual increments based on 
satisfactory work performance; and pro- 
visions for promotion to higher grades 
with increasing competence. Annual re- 
view of the plan by the Board is con- 
templated. 

On the recommendation of the Com- 
mittee on Affiliated Societies and Re- 
gional Branches the Board decided to 
remove former restrictions to distribu- 
tion of our legislative news letter by 
Affiliated Societies. This has proved an 
extremely valuable and much appreciated 
addition to our publications and nu- 
merous requests for authority to dupli- 
cate and distribute it among a wider 
readership was acknowledged and _ is 
now possible. 

A compilation of policy actions by 
the Governing Council on public health 
matters was drafted by the staff of the 
Public Policy and Legislation Commit- 
tee early in the year. A number of 
revisions have been carried out with 
the advice of that committee. The Ex- 
ecutive Board has reviewed several 
drafts, all of which exposed a num- 
ber of significant lacks of established 
policy in currently important fields of 
public health practice. The most recent 
revision of this document was circulated 
by the Executive Board to the Govern- 
ing Council for additional suggestions 
and to stimulate action by our com- 
ponent units in initiating resolutions 
or other policy statements to be con- 


sidered by the Council to fill those gaps. 
The Executive Board hopes that we may 
eventually have a reasonably compre- 
hensive statement of Association policies 
on all major areas of public health 
concern. 

The past year saw a number of im- 
provements in the mechanism of han- 
dling the selection of Lasker Award can- 
didates by the Lasker Committee. Cri- 
teria were established both in the field 
of medical science and public health 
so that a more uniform system of com- 
parison of candidates would be possible. 
On the recommendation of the chairman 
of the Lasker Awards Committee the 
Board approved the idea of soliciting 
Fellows of the Association for nomina- 
tions prior to the Annual Meeting this 
year; the appointment of a full com- 
mittee for the succeeding year at the 
time of the Annual Meeting; also a 
continuation of the practice established 
this year of dividing that committee 
into two major subcommittees, one for 
medical research and the other for pub- 
lic health research, in addition to sub- 
committees to explore certain newly 
developing fields for appropriate candi- 
dates for the awards. With the growing 
volume and complexity of research in 
the health field this additional assur- 
ance of continued high caliber of can- 
didates for these top awards is. of 
course, most important. 


Several steps have been taken in the 
direction of strengthening the activities 
of our 14 Sections. A meeting of the 
Section secretaries with the central office 
staff prior to the Program Committee 
meeting was again held this year. Also, 
designation of specific staff members 
to act in a liaison capacity with each 
Section was announced (see Staff Re- 
port in the March, 1960, Journal). For 
the first time the officers of the Sections 
have been invited to meet with the 
Executive Board to discuss their prob- 
lems and plans at the time of the Annual 
Meeting this year. 


Summary 


The year has been a busy one with 
major advances achieved in the field of 
health legislation and with major changes 
observed in the direction of new public 
health services in some fields and ex- 
pansion of traditional ones in others. 
Reports of the Standing Committees, the 
Staff Report, and some of the items I 
have included here indicate to me, at 
least, that the American Public Health 
Association is moving ahead with the 
times and is contributing in no small 
measure to the improving competence of 
our individual and Agency Members to 
serve better the health of the nation. 


Joun D. Porterrietp, M.D. 
Chairman 


Dr. Porterfield is Deputy Surgeon General, Public Health Service, Depart- 
ment of Health, Education, and Welfare, Washington, D. C. 

Report of the chairman of the Executive Board to the Governing Council 
at the Eighty-Eighth Annual Meeting in San Francisco, Calif., October 30, 1960. 
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REPORT OF THE CHAIRMAN OF THE TECHNICAL 
DEVELOPMENT BOARD TO THE GOVERNING 


COUNCIL 1959-1960 


| Boarp continues to endeavor to 
serve the Association as a regenera- 
tive unit in development of ideas and 
dynamic action. Even as the Board 
and the Program Area Committees 
hatch new activities, they continue to 
labor diligently in carrying to definitive 
completion the tasks already started. 


Publications 


The publications completed and_ in 
preparation are one of the most visible 
accomplishments of the Board and Pro- 
gram Area Committees and, perhaps. 
one of the more important, for they are 
a principal media for putting an accu- 
rate image of public health content. 
methods, means, and aspirations before 
our own members, our readers, members 
of allied professions, and to an extent 
hefore the general public. New volumes 
published or in preparation in a meas- 
ure indicate the scope of public health 
and should extend the range of readers. 


Publications in 1960 


Chronic Disease and Rehabilitation: A Pro- 
gram Guide for State and Local Health 
Agencies 

Guide to a Community Health Study (re- 
vised edition) 

Services for Children with Heart Disease and 
Rheumatic Fever 


Publications Planned in 1961 


\dministration of Community Health Services 

Control Methods for Mental Disorders 

Guide for the Medical and Public Health 
Nursing Supervision of Tuberculosis Cases 
and Contacts (revision) 

Health Practice Indices (revised Evaluation 
Schedule) 
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Services for Children with Emotional Dis- 
turbances 

Services for Children with Mental Retardation 

Services for Children with Orthopedic Handi- 
caps 

The Role of Public Health Workers and Physi- 


cians in Accident Prevention 


Broadened Spectrum 


A report on “A Broadened Spectrum 
of Health and Morbidity,” prepared by 
a Work Party under the chairmanship 
of Dr. Samuel M. Wishik, follows. It 
is a succinct summary of the delibera- 
tions of the Work Party and Technical 
Development Board discussions. Readers 
and each unit of the Association are 
urged to interpret and use it imagina- 
tively as a real conceptual tool, for in 
this spirit it was developed. Comments 
about its content or use are sought by 
the Board The report follows: 

This troubled world cannot afford to 
be passive or merely reactive to each 
new problem. It must take the offensive 
with some universal or compatible ethics 
of human behavior and conduct. In a 
segment of the larger problem, public 
health cannot sit back and wait for the 
extermination of mankind. It must, 
despite the pessimisms of the moment. 
aim for the ultimate ideal of optimum 
health for all people. 

Holding an ultimate goal does not 
preclude giving attention to the things 
that are needed now. Different parts 
of the world face different types and 
amounts of health problems. Each must. 
at the moment, attack first things first. 
But all must constantly bear in mind 
that the limitation of effort to the pro- 
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grams of highest priority is a limita- 
tion and should be temporary. In the 
meantime, what other efforts can be 
initiated? What lesser attention can be 
given simultaneously to other activities 
which carry a lower priority? Which of 
these other activities might help attain 
the more immediate and pressing goals, 
by relating to them and helping to 
round them out? 

In oversimplified fashion, four levels 
of public health concern and effort can 
be delineated. 

1. Mortality 
2. Serious morbidity 


3. Minor morbidity 
4. Positive health 


The levels are accretive; as a public 
health program moves progressively 
from Level 1 to Level 4, it adds new con- 
cerns and efforts, does not displace the 
previous ones. 


Level |—Mortality 


The first essential of public health is to 
conserve life. In desperately underprivileged 
areas of the world, the meager public health 
resources may be overtaxed merely in fighting 
deadly plagues and famine. 


Level 2—Serious Morbidity 


In the United States and many other coun- 
tries, public health has long ago gone far 
beyond mere concern with death-dealing 
diseases, but has sought to prevent, control, 
and treat diseases and conditions that disable, 
cripple, or produce chronic illness. The treat- 
ment of streptococcal diseases for prevention 
of rheumatic fever is an older example. Acci- 
dent prevention and control programs are 
newer efforts. Unhappily, the prevention and 
management of even serious morbidity are 
still infeasible in some areas. The country 
struggling to save its babies from dying of 
kwashiorkor cannot stop or have the resources 
to be concerned about rehabilitating the 
child who had a leg bitten off by a shark. 


Level 3—Minor Morbidity 


Some countries are fortunate enough to 
have been able to keep pace with the develop- 
ment of new knowledge by its effective and 
wide application in public health programs 
and still have the potential to do more. If 
they have a social concern for meeting human 


needs at a less crude level than mortality and 
serious morbidity alone, it is practicable for 
them to look seriously at the matter of minor 
illnesses. Examples would be the common 
cold, digestive disturbances, and other minor 
infections that cause inconvenience and eco- 
nomic loss, environmental conditions such as 
smog and poor housing, and states of personal 
tension, annoyance, and impairment of social 
relations. 


Level 4—Positive Health 


Only when Level 3 has been met success- 
fully could a people expect to be within reach 
of Level 4, positive health. Society's stand- 
ards and expectations for all men must be 
such that public health, together with other 
social efforts, would naturally be concerned 
with helping all persons toward attaining a 
full sense of physical vigor and mental well- 
being and maintaining a constructive and 
wholesome relation with others in a safe and 
pleasant environment that promotes longevity 
and happiness. 


We see the United States in 1960 
as ready for Level 3 work. The present 
statement makes suggestions for public 
health workers to tackle Level 3 in 
terms of our present know-how. re- 
sources, and readiness. In addition, 
this statement makes some recapitulation 
of aspects of Level 2 that public health 
workers have been attacking and need 
to continue to fight in order to bring 
Level 3 within closer reach for more 
people. 

Together, the two sets of recommen- 
dations aim to broaden the spectrum of 
morbidity, as defined by public health 
workers, in two different ways: one, 
horizontal or qualitative, and the other 
vertical or quantitative. The qualitative 
broadening would come from giving 
greater attention to what are now con- 
sidered minor aspects of serious illness; 
the quantitative broadening from lower- 
ing the threshold of public health defi- 
nition of morbidity to include minor 
conditions for which we heretofore had 
little time or inclination. 


I. Qualitative broadening of the spec- 
trum of morbidity (adding aspects to 
the current handling of morbidity ) 
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A. Take a “24-hour look” when as- 
sessing the health problems and needs 
of an individual or group. 

An occupational health program for factory 
workers cannot be oblivious of home and 
transit factors. 

A school health program should give atten- 
tion to the after-hours part-time jobs held 
by the pupils. 


B. Take “a group look.” The public 
health worker should look not only at 
the individual with presenting symptoms 
but also at the groups of which he is a 
member and from which he comes. The 
individual’s group may be his family, 
his fellow workers, his neighborhood, 
his subethnic group, his community. 
What types of respiratory or other illnesses 

are the members of the group having? What 

are their dietary patterns and eating habits? 
What is expected of the worker by his group? 

What is the status consciousness in the 
group? What are the intensities of flow of 
positive and negative emotions among mem- 
bers of the group? What is the identifica- 
tion with the group—the feeling of group 
belonging or its absence—anomie? 


C. Take “a bearing” on the indi- 
vidual’s important goals, immediate and 
ultimate, such as education, vocation, 
marriage, parenthood. 

In a program of rehabilitation for crippled 
children, the administrator will try to get 
a hearing aid for the deaf child as early 
as possible, because one of the child’s most 
important goals and demands at this stage 
of life is education. 

The tuberculosis control program may offer 
ambulatory treatment and vocational coun- 
seling to help the patient stay on the job 
or find a new one. 


The three “looks” described above 
give additional meaning to “case find- 
ing.” The usual definition of this term 
is identification of a person with a diag- 
nosis that has not been recognized, that 
has not been referred to appropriate 
treatment agents or that is not receiving 
care. Is it not important that the defi- 
nition of case finding be extended to 
include patients with a diagnosis, re- 
ferred to a treatment agent and under 
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care for the condition, but not receiving 
complete care in the sense of the broad- 
ened look at his needs? 


The health worker concentrates his search 
for new cases of a disease where there is 
greatest likelihood of their occurrence. 
Similarly, after the patients have been placed 
under care, he should be able to character- 
ize the different types of patient and types 
of service so that he can focus upon those 
with the most unmet needs and most in- 
complete management. 


The three “looks” lend additional 
coloring to “epidemiologic study,” es- 
pecially in efforts to identify stressful 
environmental factors that may be as- 
sociated with health impairment. 


Geographic and social mobility is a con- 
spicuous feature of American society, 
compared with other parts of the world. 
Transition is usually stressful. Special 
attention needs to be given to recognizing 
and measuring the needs of individuals or 
groups caught in the process of transition; 
and public health programs should be 
focused accordingly. Communities send out 
a “welcome wagon” to sell commercial 
products to the newcomer. Should not 
health departments send the “welcoming 
public health worker” to the newcomer in 
the community? Might the school health 
program identify more problems the 
child who has just been transferred from 
another school? 

Prolonged separation of the young child 
from his mother is believed to be psy- 
chologically traumatic. When the separa- 
tion is unavoidable, what special steps 
should local health departments or other 
health workers take to try to minimize the 
traumatic effects? 


Studies of stressful factors in the 
environment should bring public health 
workers closer to thinking about what is 
“healthful living,” in terms of family, 
education, economy, job, etc. Studies 
of such questions cannot and should 
not be made by public health workers 
independently. They need to collaborate 
with other disciplines. Answers that are 
found would not lie in health measures 
alone, which public health workers could 
effect. Public health workers and others 
might point out needs for general social 
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action which would lead to better health, 
among other larger gains. 


II. Quantitative broadening of the 
spectrum of morbidity (lowering the 
threshold of the definition of morbidity ) 


A. Minor illness. 


Each season of the year, communities find 
themselves afflicted with outbreaks of minor 
health conditions, unnamed or called flu, 
intestinal grippe, virus “X,” ete. The 
physicians find that the clinical syndromes 
are repeated with striking regularity in 
patient after patient. Why cannot a local 
health officer establish a “reconnaissance 
team” of a half-dozen busy private prac- 
titioners plus one or more outpatient clinics 
to report to him as soon as they begin to 
notice the repetition of a syndrome? At 
an early stage in the outbreak, the health 
officer could alert the rest of the health 
community to the minor illness that is 
rampant and to some of its apparent char- 
acteristics, such as infectie-.sness, age of 
predilection and incubatio. period, and im- 
pressions concerning its sensitivity to one 
or another particular medication. For ex- 
ample, an outbreak of German measles was 
characterized by symptoms of meningeal 
irritation, simulating meningitis. An _ out- 
break of relatively mild sore throat was 
followed in an unusually high proportion 
of cases by severe kidney damage. 


B. Minor impairment in health. per- 
formance, or comfort (fatigue, job ab- 
senteeism, pain, anxiety). Each type of 
health impairment by itself may seem 
quite minor. The combination of several 
effects may assume significant propor- 
tions. Only by keeping them in mind 
can further studies demonstrate their 
importance and suggest steps for their 
recognition, prevention, or elimination. 

C. Individual differences. Within what 
we usually consider the normal range 
of characteristics and health attributes 
of people there are great individual 
differences. Individuals who find them- 
selves nearer the extreme than the 
mean in one or another characteristic 
of their physique, health, or personality 
may encounter difficulties which affect 
them, their personalities, their adjust- 
ments, or their status. Because of their 
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extreme difference, these individuals 
may be more vulnerable to stress and 
more susceptible to injury, in a number 
of ways. 


1. Certain persons seem to have higher sen- 
sitivity or lower tolerance levels, such a- 
to noise, heat, cold, ultraviolet light, and 
so forth. 

Commercial and industrial design, such as 
in clothing, mechanical equipment. auto- 
mobiles, etc., do not adjust to or make 
allowances for the sizable portion of the 
population who fall closer to the extremes 
of the normal range than the average. 
These individuals may not be able to 
manipulate or fit into their environment 
as easily as individuals who are closer to 


the mean. 

3. Society establishes a stereotype of what 
is socially most desirable in any given 
personal characteristic, whether it is height 
or weight or otherwise. The stereotype 
may be at or near the mean, but often 
it is quite apart from the mean, such as 
the size of a woman's breasts. Individuals 
who deviate considerably from the social 
stereotype are disadvantaged in their 
social and vocational relationships. 


The critical point at which an indi- 
vidual difference threatens to become 
detrimental varies with the character- 
istic in question, from group to group 
and in other ways. The critical point- 
need to be identified so that selective 
attention can be given to the problem. 
The public should be educated away from 

the stereotyped picture of “the normal.” 
The atypical individuals should be helped. 
For example, adolescents need interpreta- 
tion on the significance of very early or late 
pubescence. Professional workers should 
be made aware of the possible impact of 
individual differences and should be trained 
to handle them. 

Sometimes, individual differences become 
clues to case finding of subclinical disease 
or to familial heterozygote carriers of 
certain inborn errors of metabolism (e.z.. 
cystic fibrosis of the pancreas). 


D. Remote time relationship between 
causative or contributory factors and 
their observable effects (e.g., radiation. 
air and water pollution, cigarettes. diet. 
food additives). 
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Obviously, much research is needed. A start 
should be made in the concurrent collection 
of types of data that will be needed ten or 
thirty years from now and that will be un- 
obtainable retrospectively. One cannot 
crystal-gaze completely, but it should be 
somebody's responsibility in public health 
to begin formal collection of data as bench 
marks for future study (e.g., radioactivity 
levels of soil, plants, and body tissues; 
concentration of trace heavy metals in drink- 
ing water and food: air composition and 
noise levels in cities; some indexes of emo- 
tional tension in people's lives). 


This statement has concentrated on 
“minor morbidity,” or Level 3, of public 
health concern. Just as there is no sharp 
distinction between minor and major 
morbidity (Level 2), so programs for 
prevention and control of minor ill- 
nesses must in the other direction merge 
imperceptibly into efforts aimed at at- 
taining “positive health” (Level 4). Our 
present task is that of “breaking the 
morbidity barrier.” To the extent that 
we succeed in this, our future attention 
may then be given to the conservation 
and full utilization of human resources. 


What Is the Role of the APHA? 


The Association, through the Techni- 
cal Development Board, has _ initiated 
discussion of these questions and should 
continue to look at them carefully and 
critically in national, regional, and local 
meetings; should publish thoughtful re- 
actions; should collect examples of prob- 
lems and of methods developed by public 
health workers to meet them; and should 
seek to collaborate with other organiza- 
tions outside the field of public health 
toward the common basic ends of a 
better society and a better life. 


Public Health Practice and Research 


The Technical Development Board 
considered basic, and particularly the 
regenerative, aspects of public health 
practice and their relationship to re- 
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search. It noted the current high degree 
of obsolescence of programs or products 
in public health, as well as in industry. 
The regenerative aspect is, therefore, in- 
creasingly important. The Board be- 
lieves it has responsibility in this regard 
but directs the attention of the Program 
Area Committees and the Sections to it 
also. As in industry, the research in- 
dustry per se, is steadily increasing and 
is a large competitive force itself, both 
to replace the old and to be competi- 
tively successful in new endeavors. The 
responsibility for initiation and for re- 
generation through research is an in- 
tegral part of public health practice. 

Consideration of the methods, climate, 
machinery, and concepts of the stimula- 
tion and support of research resulted in 
a draft statement of a possible approach 
which might also form the basis of a 
grant request. This and earlier explora- 
tion of a research program of the As- 
sociation have formed a partial basis for 
the agenda of the Committee on Re- 
search Policy meetings and has created 
continuing ripples in other units of the 
Association. A part of the draft state- 
ment is as follows: 

“There is a need for probing new or- 
ganizational and planning technics for 
bringing research resources to bear most 
effectively on public health problems. 
This presumes an accounting and evalu- 
ation of research and service program 
objectives through imaginative project- 
ing of ideas by mature members of the 
public health profession. It also pre- 
sumes an investigation of costing and 
probabilities of research by the use and 
availability of various sources of new 
and existing manpower. 

“Goals of a grant request are: 


1. Guide and stimulate research in public 
health over the next decade. 

2. Program-out possible research areas with 
concept of finding most likely profitable 
areas for various budget levels. 

3. Develop technics for incorporating into 
health programs continuous measures of 
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goal-fulfillment which (a) keep the opera- 
tion of the program in line with program 
goals and (b) signal the time to phase the 
program out of existence or into another 
program. 


4. By this positive and forward approach in 
this professional society, stimulate simi- 
lar approaches on the part of large (gov- 
ernmental) granting agencies.” 


Local Health Organization 


An earlier proposal for reconsidera- 
tion of the geographic and administra- 
tive basis for local public health organ- 
ization has blossomed into an Associa- 
tion proposal to carry out this intent 
through an extensive special nation-wide 
investigation, national conference. and 
published document. The proposal has 
been developed through a series of meet- 
ings of a steering committee with repre- 
sentatives from our Program Area Com- 
mittee on Public Health Administration, 
the National Health Council, National 
Advisory Committee on Local Health 
Departments, Public Health Service. 
American Medical Association, and 
American Hospital Association. Each 
revision has been reviewed and ap- 
proved by the Executive Board. It em- 
bodies ambitious programs of technical 
and community fact finding supervised 
by a Commission on Community Health 
Services, supported by a sizable budget 
and carried on by a director and staff. 
Funds are being sought for its support. 


Medical Care 


Last year’s statement of “Public 
Health Role in Medical Care” is being 
used as a basis for further critical analy- 
sis and collection of examples of health 
department activities which improve the 
quality of health or medical care. both 
with more usual health department ac- 
tivities as well as through assigned 
functions in administration of indigent 
medical care programs. (Possible Sup- 
plement. ) 


292 


National Conferences 


The Program Area Committee on 
Child Health aided in Association prep- 
aration for the White House Conference 
on Children and Youth. The Second 
National Conference on Evaluation 
(September 11-14) has been sponsored 
jointly with the University of Michigan 
School of Public Health and plans have 
been formulated for a National Confer- 
ence on Environmental Health. The 
Program Area Committee on Chronic 
Disease and Rehabilitation is assisting in 
developing Association readiness for the 


1961 White House Conference on Aging. 


Criteria for Program Area Committees 


The TDB has developed criteria for 
making recommendations to the Execu- 
tive Board regarding desired program 
area committees, their establishment. 
continuance or discontinuance. These 
criteria will be applied for the first time 
this fall. (See the Supplement at the 
end of this report.) 


Highlights of Program Area 
Committees 


Accident Prevention 


Continuation of activities related to the de- 
velopment of an accident prevention book. 

Preparation of a pamphlet on wringer injuries. 

Preparation of resolutions for next American 
Public Health Association meeting. 

Preparation of a policy statement on Public 
Health Role in Accident Prevention. 

Develop plans for a joint conference on aca- 
demic prevention classification. 

Convene a conference of representatives of 
casualty insurance companies. 

Completed study to determine feasibility of 
setting up a research subcommittee. 


Child Health 


Standard-setting in its broadest sense: 

a. Development of guides on health super- 
vision of young children and_ on services 
for children with various physically handi- 
capping conditions, including mental re- 
tardation, 
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b. Plans for the development of an authorita- 
tive statement on the place of tuberculin 
testing in the child health program. 


Review of the broad field of health services for 
mothers and children, e.g., a joint project 
with the MCH Section and the Association 
of MCH and CC Directors to delineate the 
present scope of maternal and child health 
programs and outline future directions. 


Technical representation of APHA in outside 
activities cutting across interests of several 
Sections, e.g., work in connection with the 
recent White House Conference on Children 
and Youth. 


Exploration of poorly defined areas for future 

development: 

a. Plan review of aspects of child health serv- 
ices which have a definable relationship 
to adult health in both positive and nega- 
tive senses, 

b. Possible review of public health aspects of 
genetics and genetic counseling. 


Role in research. The specific research in- 
terests of the committee are those of gen- 
eral significance related to the community, 
organizational, and social aspects of child 
health care and with studies relating to the 
prompt and widespread application of re- 
sults of research in clinical, physiological, 
and other scientific fields. In selected in- 
stances, the committee may be helpful in: 

a. Defining the nature of maternal and child 
health problems and in indicating the 
need for research, 

b. Suggesting approaches to the problem. 

c. Suggesting appropriate investigative groups 
to conduct the research. 

d. Promoting the research with these investi- 
gative groups. 

e. Consulting on means for obtaining financial 
support and needed personnel. 

f. Promoting wide dissemination and appli- 
cation of findings of important projects. 


As a specific example of the committee's re- 
search role, it has agreed on the desirability 
of a series of intensive community “case 
studies” of maternal and child health serv- 
ices in different kinds of communities which 
might delineate effective patterns of serv- 
ices to serve as models of improved health 
services. 


Chronic Disease and Rehabilitation 


Receive comments and criticisms on the 
Chronic Disease and Rehabilitation Pro- 
gram Guide. 

Establish a subcommittee and promote APHA 
activity in the field of alcoholism. 
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Develop a policy statement on rehabilitation. 

Exploration of the possible role of the Associa- 
tion in relationship to addictive drugs. 

Participate in the White House Conference 
on Aging. 

Give attention to health needs of the aged 
with a special regard for relationship of 
health needs to other programs. 

Take a systematic look at recommendations 
of the Commission on Chronic Illness and 
consider enunciation of the steps to be 
taken by aging persons for health mainten- 
ance and medical care. 

Take a systematic look at reports from the 
National Health Survey, reports of the 
Commission on Aging of AMA, and pub- 
lications of the American Heart and Cancer 
Associations. 

Take steps to develop the epidemiology of 
chronic diseases. 

Preparation of a policy statement on medi- 
cal aspects of rehabilitation. 

Preparation of a policy statement on public 
health and alcoholism. 


Environmental Health 


Analysis of state of working knowledge in 
environmental sanitation. 

Revive and extend subject of healthful aspects 
of housing. 

Programs of monitoring radioactivity in the 
environment. 

Methods for measurement of effectiveness and 
efficiency of environmental sanitation pro- 
grams. 

Formulation and publication of conceptual 
material on scope of environmental health. 

Development of proposal for a “National 
Congress on the Environment” and arrang- 
ing suitable sponsorship and financial back- 
ing. 


Health Services in Disaster 


Outline a program for the Association re- 
sponsibility for natural and military disaster 
including encouragement of public health 
people to get into and do all they can in 
civil defense. 

Take responsibility for outlining APHA posi- 
tion regarding shelters. 

Preparation of resolutions on health depart- 
ment role in disaster planning. 


Medical Care Administration 


Seek funds and staff to carry out the Medical 
Care Study Proposal. 

Explore the effects of public health on medi- 
cal care with a few health departments. and 
develop an extension of the statement, “Pub- 
lic Health Role in Medical Care.” 
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Mental Health 


Preparation of a manual of “Control Methods 
for Mental Disorders.” 

Development of an effective liaison with such 
national organizations as the American Psy- 
chiatric Association, the National Institute 
of Mental Health and the American Ortho- 
psychiatric Association. 

Advising and assisting in the development of 
standards for mental health programs and 
professional standards for personnel in com- 
munity mental health programs. 

Stimulating public health types of research 
in the mental health field. 

Making suggestions for curricula in schools 
of public health in relation to the control 
of mental disorders. 


Public Health Administration 


Holding a Second National Conference on 
Evaluation in September which will produce 
a new document, namely, “Indices for Com- 
munity Health Services.” 

Publication of a manual on “Administration 
of Community Health Services.” 

Publication of a revised “Guide for the Medi- 


cal and Public Health Nursing Supervision 
of Tuberculosis Cases and Contacts,” by the 
subcommittee. 

Development of a brief guide on poison con- 
trol activities for state and local health de- 
partments by the Subcommittee on Chemi- 
cal Poisons. 

Work on completion of a survey on the pres- 
ent utilization of legal services by state and 
provincial health departments by the Sub- 
committee on Public Health Law. 

Review the “Guide to a Community Health 
Study”; analysis of completed studies—re- 
vision. 

Review of terminology in evaluation. 


Radiological Health 

Preparation of model rules to implement 
NCRP codes. 

Publie education and training. 

Disseminating information to state health de- 
partments. 


Roscoe P. M.D. 


Chairman 


Dr. Kandle is State Health Commissioner, Department of Health, Trenton, 


N. J. 


Report of the Chairman to the Governing Council at the Eighty-Eighth 
Annual Meeting of the American Public Health Association in San Francisco, 


Calif., October 30, 1960. 


CRITERIA FOR REVIEW OF PROGRAM AREA COMMITTEES BY THE 
TECHNICAL DEVELOPMENT BOARD—Supplement 


Purpose of the Technical Development 
Board 


The Board “shall be responsible for 
initiating and assisting in development 
of balanced activities by the Association 
in all aspects of the public health pro- 
gram. It shall coordinate existing com- 
mittee activities and suggest establish- 
ment of new committees as desirable. 
No standards shall be promulgated as 
the official and authorized judgment of 
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the Association except with the approval 
of the Governing Council.””* 


Structure of the Technical Development 
Board 


“There shall be a Technical Develop- 
ment Board composed of the chairmen 
of the Standing Committees on Evalua- 
tion and Standards, Professional: Educa- 


* From the By-Laws of the American Public 
Health Association. 
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tion, and Research Policy, the chairmen 
of the Association Committees concerned 
with public health program areas and 
six Fellows appointed by the Executive 
Board, no two of whom are to be from 
any one Section and not more than two 
from any professional category, and one 
of whom it is to designate as chair- 
man.””* 

A continuing concern exists regard- 
ing relationship to Sections. The Board 
recognizes a continuing need for more 
effective relationships so that informa- 
tion and suggestions for activities may 
flow freely in both directions between 
Sections, the Board, and the Program 
Area Committees. Devices used to date 
include meeting of members of the 
Board with Section Councils, meetings 
of Section representatives with — the 
Board; distribution of minutes of the 
Board to members of Section Councils, 
interlocking membership in Sections, on 
the Board, and on Program Area Com- 
mittees. 

Special need was noted for follow-up 
on the above meetings and devising of 
improved methods to encourage cross- 
referral, flexibility, and optimum free- 
dom of motion, and without dominance. 


Program Area Committees 


These are multidisciplinary commit- 
tees whose membership need not be 
limited to Fellows or members of the 
Association. The committees should re- 
late freely to each other, to Sections 
and to Standing Committees. Appropri- 
ate recommendations for their continua- 
tion or discontinuance should be made 
to the Executive Board. These com- 
mittees are impermanent. The name, 
number and charge of these committees 
will be reviewed from time to time, 
and at least annually by the Technical 
Development Board. 

Program Area 


Committees. their 


* From the By-Laws of the American Public 
Health Association. 


FEBRUARY, 1961 


TECHNICAL DEVELOPMENT BOARD REPORT 


specified charge and the duration of 
their existence are recommended by the 
Technical Development Board to the 
Executive Board. The Executive Board 
continues and discontinues Program 
Area Committees, appoints their mem- 
bers, and establishes their charge. 


Suggested Functions of Program Area 
Committees 


1. To serve as a fact-finding, standard- 
developing and action-promoting unit in a 
designated field of interest. 

2. To recommend program policy. 

3. To advise on the Association’s position on 
specific legislation as it relates to program. 

4. To serve as an information center in fields 
of special interest. 

5. To recommend new activities for itself, its 
successor, or for other units of the Associa- 
tion. 

6. Recommendation to dissolve the committee. 


Suggested Criteria for a Program Area 
Committee 


A high number of affirmative answers 
to the following would indicate desira- 
bility for establishment or continuance 
of a Program Area Committee: 


1. Does adequate development of the sub- 
ject’ require skills transecting any one 
Association Section? 

Is the subject one which is not being 
effectively dealt with by any other com- 
mittee or by a Section? 


Nw 


3. Is the subject timely? Is it of immediate 
particular importance? 

4. Is the subject an essential or important 
next step in the development of public 
health? Is it a “new” public health 
problem? 

5. Does it contribute to the logical develop- 
ment of the profession? 

6. Is the subject a stubborn problem in pub- 
lie health? 

s the subject of unusual complexity? 

8. the subject of unusual urgency? 

9. Is the subject in need of a public spot- 
light: does it need at the moment some 
greater degree of prestige? 

10. Are there needs for standards to be de- 
veloped in the subject area? 

Is the subject sufficiently discrete and 
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unique as to prevent its being handled 
adequately in an existing Program Area 
Committee or other Association unit? 

12. Is there need for a plan for research? 


Subcommittees of Program Area 
Committees 


Subcommittees should be created by 
the Program Area Committee on ap- 
proval of the Technical Development 
Board and Executive Board for com- 
pletion of a specific task and should 
be dissolved on its completion. Even 
if one or more additional tasks are 
recommended the subcommittee should 
be discontinued and a new one formed 
(if desired) for the new charge in 
order to provide greater freedom in 
selection of membership and to supply 
further stimulus to work against a dead- 
line. 

Each subcommittee should: 

1. Be charged with a specific task. 

2. Be given a time limitation within which it 
is anticipated the task can be completed. 
(Extension could of course be granted.) 

3. Be dissolved on completion of the task. 


Suggested Review of Program Area 
Committees 


Review by the Technical Develop- 
ment Board should be done from time 
to time as a committee completes its 
task and presents its report and periodi- 
cally for all Program Area Committees. 

As a part of each report the commit- 
tee should be asked to give careful note 
to the implications for Sections and 
for other units of APHA or to the 
Association as a whole. 

On making its review the Board, in 
addition to applying the suggested cri- 
teria, should ask: 


1. What is the significant task? 


2. How is the current membership progress- 
ing vis-a-vis the.charge ? 

3. Is the name of the Program Area Com- 
mittee substantially different from Sec- 
tion names; i.e., does it denote a proper 
program area? If not, is there real justifi- 
cation for continuance of the Program 
Area Committee? 

4. Does the original need for the commit- 

tee still exist? 

Has the committee completed the task or 

tasks assigned it? What are the target 

dates? 

6. Does the Board have additional tasks to 

recommend to this specific committee? 

Is the Program Area Committee carrying 

out the work it was set up to do? 

8. Could the work of the committee now be 
done as effectively elsewhere in the As- 
sociation ? 

9. Would greater effectiveness result if the 
committee were now combined with some 
other existing Program Area Committee? 

10. Is a new Program Area Committee being 
created for work which logically belongs 
in an existing committee ? 


uw 


Work Parties of the Technical 
Development Board 


Work parties are temporary (less than 
one year), ad hoc creatures of the 
Board, used to expedite the work of 
the Board by exercise of composing or 
editorial duties or exploration. and 
charged with developing: 

a program proposal, 
a conceptual paper. 
suggested arrangements. 


Discussion 


Continuing questions about relation- 
ship to Sections and their professional 
programs were discussed. Among these 
was the question of the Technical De- 
velopment Board’s responsibility in re- 
gard to a task originated by a Section 
or transferred to it from the Board or 
other Standing Committees. 
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ASSOCIATION NEWS 


American Public Health Association 


COMMITTEES 1960-1961 


There is no better introduction to the listing of the Association’s committees, 
subcommittees, and study groups than an acknowledgment of the work of the 
hundreds of members and Fellows who serve on the committees and those who 


have served in the past. 


Among the committees and groups listed are those concerned with the formu- 
lation of policy and guidance of the complex administrative affairs of the Association 
and of the sections, as well as those carrying forward the scientific and educational 
aspects. A cursory glance at the listing reveals the range of Association interests 
and activities and the major concerns of the public health profession today. 


ASSOCIATION COMMITTEES 


Advisory Committee on Finances 
D. John Lauer, M.D., Chairman, 67 Broad 
St., New York, N. Y. 
Marion B. Folsom 
Robert G. Fuller 
Holger J. Johnson 
Mary Woodard Lasker 
W. A. Stewart, Jr. 
(Other members to be appointed) 


Committee on Membership Deployment 
Maleom H. Merrill, M.D., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 
Ruth E. Brennan, M.S. 
Alice D. Chenoweth, M.D. 
Henry C. Daniels, M.A. 
Joseph J. Downing, M.D. 
Harald M. Graning, M.D. 
Marian V. Hamburg, Ed.D. 
F. M. Hemphill, Ph.D. 
Arthur C. Hollister, Jr.. M.D. 
Ben D. Kiningham, Jr., M.P.H. 
Charles Glen King, Ph.D. 
James A. King, M.P.H. 
Erwin Neter, M.D. 
J. W. R. Norton, M.D. 
John D. Porterfield, M.D. 
Marion W. Sheahan, R.N. 
David F. Striffler, D.D.S. 
Barbara B. Taylor, R.N. 
Melvin M. Udel, M.D. 


FEBRUARY, 1961 


Committee on Resolutions 
Nathaniel H. Cooper, M.D., Chairman, 44 
E. 23rd St., New York 10, N. Y. 
John J. Bourke, M.D. 
Bernice di Sessa, R.N. 
Otto K. Engelke, M.D. 
John M. Frankel, D.D.S. 
Ruth E. Grout, Ph.D. 
Clarence W. Klassen 
George A. Silver, M.D. 
Robert G. Webster, M.P.H. 


Committee of Tellers 
Agnes L. Fuller, R.N., Chairman, Children’s 
Bureau, 42 Broadway, New York 4, N. Y. 
Morey R. Fields, Ed.D. 
Howard E. Hough, M.P.H. 


Editorial Board 

Myron E. Wegman, M.D., Chairman, Uni- 
versity of Michigan School of Public 
Health, Ann Arbor, Mich. (1961) 

Berwyn F. Mattison, M.D., Managing Editor 

George Rosen, M.D., Editor 

Marjorie T. Bellows, M.S.P.H. (1963) 

John J. Hanlon, M.D. (1962) 

Lucile Petry Leone, R.N. (1961) 

Walsh McDermott, M.D. (1963) 

James Watt. M.D. (1962) 


297 


International Health Committee 
Ernest L. Stebbins, M.D., Chairman, 615 N. 
Wolfe St., Baltimore 5, Md. 
Gaylord W. Anderson, M.D. 
Jessie M. Bierman, M.D. 
Herbert M. Bosch, M.P.H. 
Frank G. Boudreau, M.D. 
Eugene P. Campbell, M.D. 
L. T. Coggeshall, M.D. 
Henry van Zile Hyde, M.D. 
Estella F. Warner, M.D. 
John M. Weir, M.D. 


Nominating Committee for Association 
Officers and Executive Board Mem- 
bers 

Philip E. Blackerby, Jr., M.D., Chairman, 
W. K. Kellogg Foundation, Battle Creek, 
Mich. 

Lester Breslow, M.D. 

John D. Porterfield, M.D. 

Marion W. Sheahan, R.N. 

James Watt, M.D. 


Nominating Committee for Elective 
Councilors 
Lloyd M. Graves, M.D., Chairman, 814 Jef- 
ferson Ave., Memphis, Tenn. 
Heinrich Brieger, M.D. 
Occupational Health Section 
Claudia B. Galiher 
Public Health Education Section 
William C. Gibson, P.E. 
Engineering and Sanitation Section 
Bernard G. Greenberg, Ph.D. 
Statistics Section 
Albert V. Hardy, M.D. 
Laboratory Section 
Albert E. Heustis, M.D. 
Health Officers Section 
Henry W. Kumm, M.D. 
Epidemiology Section 
Herbert Notkin, M.D. 
Medical Care Section 
Josephine K. Omura, M.A. 
Mental Health Section 
Edward Press, M.D. 
Maternal and Child Health Section 
Carl L. Sebelius, D.D.S. 
Dental Health Section 
Warren H. Southworth, Dr.P.H. 
School Health Section 
Barbara Wilcox, R.N. 
Public Health Nursing Section 
Dorothy M. Youland, M.S. 
Food and Nutrition Section 


Program Committee 

Berwyn F. Mattison, M.D., Chairman, 1790 
Broadway, New York 19, N. Y. 

Leona Baumgartner, M.D. 
Ruth E. Brennan, M.S. 
Alice D. Chenoweth, M.D. 
Henry C. Daniels, M.A. 
Joseph J. Downing, M.D. 
Howard W. Ennes, Jr., M.P.H. 
Harald M. Graning, M.D. 
Marian V. Hamburg, Ed.D. 
F. M. Hemphill, Ph.D. 
Arthur C. Hollister, Jr., M.D. 
Ben D. Kiningham, Jr., M.P.H. 
James A. King, M.P.H. 
Granville W. Larimore, M.D. 
S. S. Lifson, M.P.H. 
Levitte B. Mendel, M.P.H. 
Erwin Neter, M.D. 
David F. Striffler, D.D.S. 
Barbara B. Taylor, R.N. 
Melvin M. Udel, M.D. 


Scientific Exhibits Committee 
S. S. Lifson, M.P.H., Chairman, 1790 Broad- 
way, New York, N. Y. 
William A. Allen, M.P.H. 
Horace A. Brown 
Wallace C. Fulton, M.P.H. 
John G. MeCormick, M.S.P.H. 


Alex Sareyan 


Sedgwick Memorial Medal Committee 

Roy J. Morton, C.E., Chairman, Bldg. 3504, 
P. O. Box X, National Laboratory, Oak 
Ridge, Tenn. 

Theodore J. Bauer, M.D. 

John C. Cutler, M.D. 

Robert Dyar, M.D. 

Fred T. Foard, M.D. 

Herman E. Hilleboe, M.D. 

Roscoe P. Kandle, M.D. 

J. W. R. Norton, M.D. 

Thomas Parran, M.D. 

David E. Price, M.D. 

Marion W. Sheahan, R.N. 


Survey Advisory Committee 

Vlado A. Getting, M.D., Chairman, School 
of Public Health, University of Michigan, 
Ann Arbor, Mich. 

Ira V. Hiscock, Se.D. 

Hugh R. Leavell, M.D. 

Strawn W. Taylor, M.P.H. 

Walter Wenkert, M.P.H. 

Alonzo S. Yerby, M.D. 
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COMMITTEES 


TECHNICAL DEVELOPMENT BOARD 


Roscoe P. Kandle, M.D., Chairman, State House, Trenton, N. J. (1962) 
Philip E. Blackerby, Jr., D.D.S., Vice-Chairman, W. K. Kellogg Foundation, Battle Creek, 


Mich. (1962) 


Berwyn F. Mattison, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


Margaret G. Arnstein, R.N. (1963) 
Herbert M. Bosch, M.P.H. (1963) 
Theron H. Butterworth, Ph.D. (1961) 
Horace L. Sipple, Ph.D. (1961) 


Also: (1) the chairmen of the Committees on 
Evaluation and Standards, Professional Edu- 
cation, and Research Policy; (2) the chair- 
men of all nine Program Area Committees 

Staff: 

Thomas R. Hood, M.D., Associate Secretary 


Program Area Committees 


Accident Prevention 
4. L. Chapman, M.D., Chairman, Public 
Health Service, Washington 25, D. C. 
Clyde M. Berry, Ph.D. 
Dwight M. Bissell, M.D. 
Philip J. Dykstra 
Ross A. MeFarland, Ph.D. 
William E. Mosher, Jr., M.D. 
Edward Press, M.D. 
H. ©. Steed, Jr., M.S. 
Emil A. Tiboni, M.P.H. 


Child Health 

Edward R. Schlesinger, M.D., Chairman, 84 
Holland Ave., Albany 8, N. Y. 

Polly Ayres, D.D.S. 
Catherine M. Casey, M.S. 
Alan Foord, M.D. 
Arthur S. Kraus, Se.D. 
Rema Lapouse, M.D. 
Dean W. Roberts, M.D. 
Kathryn A. Robeson, M.A. 
William M. Schmidt, M.D. 


SUBCOMMITTEE ON Services FOR MENTALLY 

Retarvep CHILDREN 

Rudolf P. Hormuth, Chairman, Children’s 
Bureau, Washington 25, D. C. 

Gunnar Dybwad, J.D. 

Agnes L. Fuller, R.N. 

Georgia B. Perkins, M.D. 

Lawrence T. Taft, M.D. 

Edward R. Schlesinger, M.D. (ex-officio) 


Apvisory Groups on Speciric Hanpicap- 
PING CONDITIONS OF CHILDREN 


Emotional Disturbances 
Paul V. Lemkau, M.D., Chairman, 615 
N. Wolfe St., Baltimore, Md. 


FEBRUARY, 1961 


Lauretta Bender, M.D. 
Orville G. Brim, Ph.D. 

Stella Chess, 

Jules V. Coleman, M.D. 
Jessie Edna Crampton 

James R. Dumpson 

Agnes L. Fuller, R.N. 
William Goldfarb, M.D. 
Amy Louise Hunter, M.D. 
Alfred J. Kahn, D.S.W. 
Morris Krugman, Ph.D. 
James F. Maddux, M.D. 
Marie Louise Pareti, M.D. 
Ruth E. Simonson, R.N. 
Jean A. Thompson, M.D. 
Gertrud Weiss, M.D. 

Exie Elizabeth Welsch, M.D. 
Samuel M. Wishik, M.D. 
Renee Zindwer, M.D. 
Edward R. Schlesinger, M.D. (ex-officio) 


Orthopedic 


Helen M. Wallace, M.D., Chairman, 
Children’s Bureau, Washington 25, 

Marguerite Abbott, O.T.R. 

John F. Bell, M.D. 

Lucy Blair, R.N. 

Alice F. Brackett, R.N. 

Teresa Fallon, R.N. 

Maurice H. Fouracre, Ph.D. 

Margaret Losty, R.N. 

H. Houston Merritt, M.D. 

W. E. Noblin, Jr., M.D. 

Robert Siffert, M.D. 

Lendon Snedeker, M.D. 

Theodate Soule 

Jerome Tobis, M.D. 

Samuel M. Wishik, M.D. 

Edward R. Schlesinger, M.D. (ex-officio) 
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Chronic Disease and Rehabilitation 


Henrik L. Blum, M.D., Chairman, P. O. 
Box 871, Martinez, Calif. 

Eugene L. Lehr, C.E. 

Sylvia R. Peabody, R.N. 

Robert Straus, Ph.D. 

Jerome S. Tobis, M.D. 

John H. Venable, M.D. 

Frederick A. Whitehouse, Ed.D. 

Margaret B. Whittlesey, M.S. 

Robert D. Wright, M.D. 


SUBCOMMITTEE ON ALCOHOLISM 
(Committee in process of formation) 


Environmental Health 

Frank M. Stead, P.E., Chairman, 
Berkeley Way, Berkeley 4, Calif. 

Joel C. Beall 

Harry G. Hanson, M.S. 

William T. Ingram, M.P.H. 

Norma Johannis 

Edward R. Krumbiegel, M.D. 

Jan Lieben, M.D. 

William J. Peeples, M.D. 


2151 


ON Houstnc AND HEALTH 
Edward R. Krumbiegel, M.D., Chairman, 
City Hall, Milwaukee, Wis. 
Eric W. Mood, P.E. 
Henry G. Nester, M.D. 
Thad Patrick, M.P.H. 
Charles L. Senn, P.E. 


Task Force on the Substance of Housing 

Regulations 

Edward R. Krumbiegel, M.D., Chair- 
man, City Hall, Milwaukee, Wis. 

Donald F. Hunter 

Barnet Lieberman 

Eric W. Mood, M.P.H. 

Henry G. Nester, M.D. 

Thad Patrick, M.P.H. 

Charles L. Senn, P.E. 


Task Force on Revision of Appraisal 

Method 

Eric W. Mood, P.E., Chairman, City 
Health Dept., New Haven, Conn. 

Monroe F. Brewer, M.P.H. 

John E. Connolly 

Edward R. Krumbiegel, M.D. 

Henry G. Nester, M.D. 

Thad Patrick, M.P.H. 

Charles L. Senn, P.E. 


SuBCOMMITTEE ON PROGRAM ACTIVITIES 
William T. Ingram, M.P.H., Chairman, 20 
Point Crescent, Whitestone 57, N. Y. 
J. Robert Cameron, M.P.H. 
Herbert J. Dunsmore, P.E. 


Alfred H. Fletcher, P.E. 
Malcolm C. Hope, M.S. 

Ermine C. Lacey 

Meredith H. Thompson, Dr.Eng. 


Health Services in Disaster 


James H. Lade, M.D., Chairman, 84 Holland 
Ave., Albany 8, N. Y. 

E. N. Akers, M.D. 

William H. Cary, Jr., C.E. 

Abraham Gelperin, M.D. 

Charles J. Gillooly, D.D.S. 

Sidney 5. Lee, M.D. 

Robert L. Smith, M.D. 

William W. Stiles, M.D. 


Medical Care Administration 


Lester Breslow, M.D., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 

Murray S. Acker, M.D. 

Wilbur J. Cohen 

Paul M. Densen, D.Sc. 

I. S. Falk, Ph.D. 

Walter J. Pelton, D.D.S. 

Perry F. Prather, M.D. 

Cecil G. Sheps, M.D. 

William H. Stewart, M.D. 


Consultant: 
Milton Terris, M.D. 


Mental Health 


Ernest M. Gruenberg, M.D., Chairman, Mil- 
bank Memorial Fund, 40 Wall St., New 
York, N. Y. 

Hyman M. Forstenzer, M.S., Secretary, 1790 
Broadway, New York 19, N. Y. 

Leslie A. Falk, M.D. 

Robert H. Felix, M.D. 

Agnes Fuller, R.N. 

John T. Gentry, M.D. 

Paul V. Lemkau, M.D. 

Brian MacMahon, M.D. 

Charles A. Roberts, M.D. 

Mabel Ross, M.D. 


SUBCOMMITTEE ON PRIMARY PREVENTION 
George James, M.D., Chairman, 
Worth St., New York 13, N. Y. 

Gordon Allen, M.D. 
Guido M. Crocetti 

Paul Densen, D.Sc. 
Richard L. Masland, M.D. 
Mary E. Mercer, M.D. 
Charles L. Nord, M.D. 
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SUBCOMMITTEE ON SECONDARY PREVENTION 
Charles A. Roberts, M.D., Chairman, Ver- 
dun Protestant Memorial Hospital, 
Montreal, Quebec, Canada 
Leon Eisenberg, M.D. 


Barbara Fish, M.D. 
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Harold M. Hildreth, Ph.D. 
Roger Howell, M.D. 

Nathan S. Kline, M.D. 
Lawrence C. Kolb, M.D. 
Warren T. Vaughan, Jr., M.D. 


Consultant: 
Heinz Lehmann, M.D. 


SuBCOMMITTEE ON TERTIARY PREVENTION 

Robert C. Hunt, M.D., Chairman, Hudson 
River State Hospital, Poughkeepsie, 

Ralph R. Notman, M.D., Co-Chairman, 10 
Forest St., Cambridge, Mass. 

George W. Brooks, M.D. 

John H. Cumming, M.D. 

Paul E. Feldman, M.D. 

Robert W. Hyde, M.D. 

Else B. Kris, M.D. 

Richard H. Williams, Ph.D. 


Consultants: 
Dale C. Cameron, M.D. 
Harold C. Miles, M.D. 


SUBCOMMITTEE ON BrostaTisTICS OF MEN- 

TAL 

Morton Kramer, D.Sc., Chairman, Na- 
tional Institute of Mental Health, 
Bethesda, Md. 

John Cassel, M.B.B.Ch. 

Robert E. Patton, M.P.H. 

Marvin E. Perkins, M.D. 

Richard J. Plunkett, M.D. 

Robert J. Weiss, M.D. 


SUBCOMMITTEE ON EpUcCATION AND TRAIN- 

ING 

Gerald Caplan, M.D., Chairman, 55 Shat- 
tuck St., Boston, Mass. 

Viola W. Bernard, M.D. 

Raymond Feldman, M.D. 

Norman Garmezy, Ph.D. 

Alastair W. MacLeod, M.D. 

Lydia Rapoport 

Robert B. Reed, Ph.D. 

Murray G. Ross, Ph.D. 

Robert L. Stubblefield, M.D. 


SUBCOMMITTEE ON Researcn MetHops 

Antonio Ciocco, D.Sc., Chairman, Univer- 
sity of Pittsburgh Graduate School of 
Public Health, Pittsburgh, Pa. 

John A. Clausen 

Victor Freeman, M.D. 

Col. Albert J. Glass, MC, USA 

Benjamin Pasamanick, M.D. 

Ozzie G. Simmons 


William F. Soskin, Ph.D. 


FEBRUARY, 1961 


COMMITTEES 


Public Health Administration 
Charles L. Wilbar, Jr., M.D., Chairman, 
P. O. Box 90, Harrisburg, Pa. 
Martha D. Adam, R.N. 
Clarence L. Brumback, M.D. 
Herbert J. Dunsmore, P.E. 
Alfred L. Frechette, M.D. 
Norman F. Gerrie, D.D.S. 
Lenor S. Goerke, M.D. 
Sol Levine, Ph.D. 


Consultant: 
Vlado A. Getting, M.D. 


SuscoMMITTEE ON CommuNITY Pustic 

HeALtH ORGANIZATION 

Hollis S. Ingraham, M.D., Chairman, 84 
Holland Ave., Albany 8, N. Y. 

T. Elam Cato, M.D. 

Howard W. Ennes, Jr., M.P.H. 

William Allen Longshore, M.D. 

James K. Shafer, M.D. 

Charles F. Sutton, M.D. 


SuBcOMMITTEE ON HeattH Law 
Oliver J. Neibel, Jr., Chairman, State 
Health Dept., Seattle 4, Wash. 


(Committee in process of formation) 


SuBCOMMITTEE ON Revision oF “GuIDE FOR 
Mepicat AND Pusitic HeattH Nursinc 
SuPERVISION OF TUBERCULOSIS CASES 
AND Contacts” 

J. B. Stocklen, M.D., Chairman, 4520 6 
Carnegie Ave., Cleveland 3, Ohio 

Edward T. Blomquist, M.D. 

Paul T. Chapman, M.D. 

Katharine H. K. Hsu, M.D. 

Edward Kupka, M.D. 

Jean South, R.N. 


Suscommittree oN Heattn Practice In- 
DICES 
Donald Harting, M.D., Chairman, Public 
Health Service, Washington 25, D. C. 


(Committee in process of formation) 
Task Forces (Chairmen only) 


Adult Health 
Frank W. Reynolds, M.D., Chairman 
Claire F. Ryder, M.D., Co-Chairman 
Community Resources 
Edward Press, M.D. 
Disease Prevention 
Frederick H. Wentworth, M.D. 
Environmental Sanitation 
Herbert J. Dunsmore, P.E. 
Health of School-Age Children 
Wesley P. Cushman, Ed.D. 


& 


Maternal and Child Health Hanson Blatz 
Alice D. Chenoweth, M.D. John C. Bugher, M.D. 
Mental Health Ralph E. Dwork, M.D. 
Joseph J. Downing, M.D. James Lieberman, D.V.M. 
Radiological Health Leonard F. Menczer, D.D.S. 
Albert E. Heustis, M.D., Chairman, State Roy J. Morton, P.E. 
Health Dept., Lansing, Mich. James G. Terrill, Jr., P.E. 


STANDING COMMITTEES 


Committee on Affiliated Societies and Regional Branches 


J. W. R. Norton, M.D., Chairman, State Board of Health, Raleigh, N. C. (1962) 
Berwyn F. Mattison, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


Elizabeth K. Caso, M.S. (1961) 
Carl L. Erhardt (1962) 

Harold M. Erickson (1962) 
William C. Gibson, P.E. (1961) 
Ralph Kuhli, M.P.H. (1963) 
Myrton L. McDonald (1961) 
Carl L. Sebelius, D.D.S. (1963) 
Guy M. Tate, Jr., M.S. (1963) 


Staff: 
Marion Fry, Associate Secretary 
Robert E. Mytinger, M.P.H., Field Secretary 


Committee on Constitution and By-Laws 


David E. Price, M.D., Chairman, Public Health Service, Washington 25, D. C. (1963) 
Berwyn F. Mattison, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


Robert G. Beaumier, M.A. (1962) 
Arthur Bushel, D.D.S. (1961) 
Norvin C. Kiefer, M.D. (1962) 
Ruth E. Rives, R.N. (1961) 
Charles L. Senn, P.E. (1963) 


Robert H. Hamlin, M.D., Parliamentarian 


Committee on Eligibility 


John C. Cutler, M.D., Chairman, 1501 New Hampshire Ave., N.W., Washington, 6, D. C. (1961) 
Berwyn F. Mattison, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


Harold S. Adams (1962) _ Hyman M. Forstenzer, M.S. (1961) 
Engineering and Sanitation Section Mental Health Section 

Herman J. Bennett, M.D. (1961) Louisa E. Haas, M.P.H. (1962) 
Occupational Health Section Public Health Education Section 

Margaret B. Dolan, R.N. (1961) Floyd W. Hartmann, Se.D. (1962) 
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SUBCOMMITTEE ON DiAGNostic Procepures 

AND REAGENTS 
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man, State Dept. of Health Laboratory, 
Albany 1, N. Y. 
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Howard L. Bodily, Ph.D. (Lab.) 
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Arthur C. Hollister, Jr., M.D. 
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L. D. Zeidberg, M.D., Chairman, Vanderbilt 
University School of Medicine, Nashville 
5, Tenn. 

Leslie A. Chambers, Ph.D. 
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John H. Browe, M.D., Chairman, 84 Hol- 
land Ave., Albany 8, N. Y. 

Jessie M. Bierman, M.D., Referee, University 
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Donald F. Simpson 
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Subcommittee on Educational Qualifica- 

tions of Public Health Statisticians 

William R. Gaffey, Ph.D., Chairman, State 
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Subcommittee on Educational Qualifica- 
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John C. Bugher, M.D., Chairman, Director 
of Puerto Rico Nuclear Center, Rio 
Piedras, P. R. 
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Berwyn F. Mattison, M.D., Secretary, 1790 Broadway, New York 19, N. Y. 


C. Howe Eller, M.D. (1963) 
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Seward E. Miller, M.D. 
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Vergil N. Slee, M.D. 
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\V. A. Van Volkenburgh, M.D. (1961) 
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National Advisory Committee on Local 


Health Departments 
William A. Brumfield, Jr., M.D. 
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Division of Medical Sciences 
James A. Crabtree, M.D. (1963) 
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Committee on Poliomyelitis Control 


J. B. Askew, M.D. 
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Polly Ayers, D.D.S., Chairman, c/o Jeffer- 
son County Board of Health, P. O. Box 
2591, Birmingham, Ala. 

Thomas L. Hagan, D.D.S. 
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Kenneth A. Easlick, D.D.S. 
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James F. Lewis, D.D.S. 
F. Earle Lyman, Ph.D. 
Hugh R. McLaren, D.D.S. 
George A. Nevitt, D.D.S. 


Nominating Committee 
Donald J. Galagan, D.D.S., Chairman, 
Public Health Service, Washington 25, 
Robert A. Downs, D.D.S. 
Carl L. Sebelius, D.D.S. 
David F. Strifller, D.D.S. (ex-officio) 


Engineering and Sanitation Section 


Accident Control Committee 
Henry C. Steed, Jr., M.P.H., Chairman, 
State Health Dept., Atlanta, Ga. 
James L. Church, Jr., P.E. 
Eugene L. Lehr, C.E. 
Salvatore Miano 


Air Hygiene Committee 
Herbert J. Dunsmore, P.E., Chairman, Room 
624 City-County Bldg., Pittsburgh 14, Pa. 
Leslie A. Chambers, Ph.D. 
Benjamin Linsky, M.S.E. 
Vernon G. MacKenzie 
Louis W. Pickles, C.E. 
Alexander Rihm, Jr., P.E. 
Raymond Smith, M.P.H. 
Frank Stead, P.E. 


Committee on Committees 
Clarence W. Klassen, P.E., Chairman, 400 
S. Spring St., Springfield, Il. 
William C. Gibson, P.E. 
Clarence I. Sterling, P.E. 


Education and Training Committee 
Robert M. Brown, M.P.H., Chairman, State 
Health Dept., Baltimore, Md. 
Emil T. Chanlett, M.S.P.H. 
Frederick K. Erickson, M.S. 
B. Russell Franklin, M.P.H. 
Harold B. Gotaas, Sc.D. 
Walter S. Mangold 
Theodore A. Olson, Ph.D. 


Emergency Sanitation Practices Commit- 

tee 

William H. Cary, Jr., P.E., Chairman, Room 
5136 Municipal Center, Washington 1, 
dD. 

Merlin E. Damon, M.P.H. 

Andrew T. Dempster, M.P.H. 

Ray L. Derby 

Ernest G. Eggert, P.E. 

Raymond J. Faust, P.E. 

Robert Goeke 

Robert E. Hunt, M.P.H. 

Sidney Katz 
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Kenneth C. Lauster 

Lester A. Meis, M.P.H. 
Jerrold M. Michael, M.P.H. 
Kaarlo W. Nasi 

T. T. Quigley 

Charles V. Wright 


Food Protection Committee 

Tom S. Gable, M.P.H., Chairman, University 
of Michigan School of Public Health, Ann 
Arbor, Mich. 

George O. Pierce, P.E., Co-Chairman 

Abraham E. Abrahamson 

Keith Lewis, Ph.D. 

Robert MeCormick 

Morris A. Shiffman, D.V.M. 

Lee D. Stauffer, M.P.H. 

Ray B. Watts, M.P.H. 


Fringe Area Sanitation Practices Commit- 

tee 

Joseph A. Salvato, Jr., P.E., Chairman, 
Health Dept., 7th and State Sts., Troy, 
N. Y. 

Leonard J. Czarniecki, M.H. 

Irving Grossman, P.E. 

Herbert H. Hasson 

H. Clifford Mitchell 

Dixon R. Olive, Jr., M.S.S.E. 

Emanuel H. Pearl, P.E. 

Joseph W. Price, P.E. 

Ivan F. Shull, M.P.H. 

Warren Smith 

Floyd B. Taylor, P.E. 


Advisers: 
David B. Lee, P.E. 
James R. Simpson, P.E. 


Hospital Facilities Committee 
Donald L. Snow, M.S., Chairman, National 
Institutes of Health, Bethesda 14, Md. 
James C. Barrett 
Richard G. Bond, M.P.H. 
Richard P. Gaulin 
Lawrence B. Hall 
Louva G. Lenert 
George S. Michaelsen 
Vinson R. Oviatt, M.?.H. 
Morris A. Shiffman, D.V.M. 
Elmer C. Slagle, M.P.H. 


Housing Committee 
Thad Patrick, M.P.H., Chairman, 50 Seventh 
St.. N.E., Atlanta 23, Ga. 
Monroe F. Brewer, M.P.H. 
Ross W. Buck 
Dan D. Gowings, M.P.H. 
Walter D. Hines 
Eugene L. Lehr, C.E. 
Wayne McKenna 


FEBRUARY, 1961 


COMMITTEES 


Charles G. K. Memory 
Eric W. Mood, M.P.H. 
Harold D. Rose 

Edward L. Stockton, P-.E. 


Marine Food Sanitation Joint Committee 
E. C. Meredith, Chairman, State Health 
Dept., Richmond 19, Va. 


ENGINEERING AND SANITATION SECTION 
Daniel L. Finucane, M.D. 
Albert Fortgang 
Eugene T. Jensen 


John T. R. Nickerson, Ph.D. 


CONFERENCE OF Strate Sanrrary Encr- 
NEERS 

Robert M. Brown, M.P.H. 

Emil C. Jensen, P.E. 

David B. Lee, P.E. 

J. Ross Menzies 

Worthen H. Taylor 

John E. Trygg, P.-E. 


Membership and Fellowship Committee 

Larry J. Gordon, M.P.H., Chairman, Box 
1293, Albuquerque, N. M. 

J. Robert Cameron, M.P.H. 

James V. Cawley 

George H. Eagle, M.P.H. 

William V. Hickey 

Theodore J. Lafreniere, C.E. 

Benn J. Leland, P.E. 

Robert G. MeCall 

P. H. MeGauhey, M.S. 

Joseph F. O’Brien, M.P.H. 

Carl C. Potter 

Charles L. Senn, P.E. 

Earle W. Sudderth, P.E. 

Harold C. Taylor 

Meredith H. Thompson, Dr.Eng. 

Arthur Wallach, P.E. 


Milk Sanitation Joint Committee 
Morton S. Hilbert, P.E., Chairman, 23730 
Fordson St., Dearborn, Mich. 


ENGINEERING AND SANITATION SECTION 
John Andrews 
Harold J. Barnum 
Arthur C. Dahlberg, Ph.D. 
Morton S. Hilbert, P.E. 
Harold B. Robinson, M.P.H. 


Heattu Orricers Section 
(Members to be appointed) 


Nominating Committee 
Roy J. Boston, C.E., Chairman, State Office 
Bldg., Atlanta 3, Ga. 
John H. Bright 
B. Russell Franklin, M.P.H. 
James A. King, M.P.H. 
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Public Relations Committee 


Emil A. Tiboni, M.P.H., Chairman, 500 S. 
Broad St., Philadelphia 46, Pa. 

Frank A. Butrico, P.E. 

Charles A. Farish, M.P.H. 

Ralph Graber 

William V. Hickey 

Nicholas Pohlit, M.P.H. 

Verdun Randolph, M.P.H. 

Walter F. Snyder 

Jerome B. Trichter 


Consultant: 


Francis B. Elder, P.E. 


Radiological Health Committee 

Karl M. Mason, P.E., Chairman, State 
Health Dept., P. O. Box 90, Harrisburg, 
Pa. 

Harry A. Bliss, Dr.P.A. 

William G. Fredrick, Se.D. 

Jesse Lieberman, P.E. 

Roy J. Morton, P.E. 

Lauriston Taylor 

James G. Terrill, Jr., PE. 

Meredith H. Thompson, Dr.Eng. 

Nathan H. Woodruff, Ph.D. 


Resolutions Committee 


Meredith H. Thompson, Dr.Eng., Chairman, 
84 Holland Ave., Albany 8, N. Y. 

C. J. Leonard 

Edwin L. Ruppert, P.E. 

Guy M. Tate, Jr., M.S. 


School Sanitation Committee 


Fred E. Johnston, Chairman, 424 Claire 
Drive, N.E., Atlanta 7, Ga. 

George H. Eagle, M.P.H. 

B. C. Lucas, M.P.H. 


Epidemiology 


Committee on Community Staphylococcal 
Infection 

Reimert T. Ravenholt, M.D., Chairman, 
1510 Public Safety Bldg., Seattle 4, 
Wash. 

Donald A. Henderson, M.D. 

Robert J. M. Horton, M.D. 

Robert F. Korns, M.D. 

(Other members to be appointed) 


Committee on Genetics and Epidemiology 

Thomas D. Dublin, M.D., Chairman, Na- 
tional Institutes of Health, Bethesda 14, 
Md. 

Abraham M. Lilienfeld, M.D. 


John H. McCutchen, M.P.H. 
Lawrence R. Moriarity 
Maurice A. Shapiro, M.P.H. 


Sewage Disposal Committee 


Benn J. Leland, P.E., Chairman. 1800 W. 
Fillmore St., Chicago 12, IL. 

Paul Bolton, M.P.H. 

Morris M. Cohn, Sc.D. 

Percy H. McGauhey, C.E. 

H. Clifford Mitchell, P.E. 

George E. Symons, Ph.D. 

Henry R. Thacker 


Swimming Pools Joint Committee 


Clarence W. Klassen, P.E., Chairman, State 
Dept. of Public Health, Springfield, Ill. 


ENGINEERING AND SANITATION SECTION 
Malcolm C. Hope, M.S. 
John E. Kiker, Jr., P.E. 
Walter A. Lyon, P.E. 


OF Munticipat Pustic Heattu 
ENGINEERS 
Henry F. Eich 
Eric W. Mood, M.P.H. 


CONFERENCE OF State SANITARY ENGINEERS 
Clarence W. Klassen, P.E. 
Ralph C. Pickard, P.E. 


Water Resources Committee 


Clarence J. Velz, P.E., Chairman, University 
of Michigan School of Public Health, Ann 
Arbor, Mich. 

Edward J. Cleary, P.E. 

Raymond J. Faust, P.E. 

Emil C. Jensen, P.E. 

Gordon E. McCallum, C.E. 

Harold Romer, M.S.E. 


Section 


Brian MacMahon, M.D. 

James V. Neel, M.D. 

William E. Reynolds, M.D. 
(Other members to be appointed) 


Committee on Membership 


Theodore J. Bauer, M.D., Chairman, Pub- 
lic Health Service, Washington 25, D. C. 

Tom D. Y. Chin, M.D. 

Frederick H. Epstein, M.D. 

Alfred S. Evans, M.D. 

Joseph McNinch, M.D. 

F. Randolf Philbrook, M.D. 

Reuel A. Stallones, M.D. 

Ernest S. Tierkel, V.M.D. 
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Committee on Multiple Antigens 

William E. Bunney, Ph.D., Chairman, E. R. 
Squibb and Sons, New Brunswick, N. J. 

Harlan D. Anderson, Ph.D. 

Gordon C. Brown, Sc.D. 

Geoffrey Edsall, M.D. 

Grace Eldering, Se.D. 

Russell Gottshall, Ph.D. 

Pearl L. Kendrick, Se.D. 

Alexander D. Langmuir, M.D. 

Roderick Murray, M.D. 

Robert E. Serfling, Ph.D. 

Franklin H. Top, M.D. 

V. K. Volk, M.D. 

Robert Wilson, M.D. 


Committee on Nominations 
Charles E. Smith, M.D., Chairman, Bidg. 
T-4, Room 216, School of Public Health, 
Berkeley, Calif. 
Henry Kumm, M.D. 
James H. Steele, D.V.M. 
James Watt, M.D. 


Committee on Planning 
Frederick H. Wentworth, M.D.. Chairman, 
306 Ohio Departments Bldg. Columbus 
15, Ohio 


COMMITTEES 


Theodore Ingalls, M.D. 
Ralph S. Paffenbarger, Jr., M.D. 
Hugh H. Smith, M.D. 


Committee on Policy 
Philip E. Sartwell, M.D., Chairman, 615 N. 
Wolfe St., Baltimore 5, Md. 
Joseph A. Bell, M.D. ° 
Leonard M. Schuman, M.D. 
Michael B. Shimkin, M.D. 
Jeremiah Stamler, M.D. 


Committee on Program 

John P. Fox, M.D., Chairman, Public 
Health Research Institute, Foot of East 
15th St., New York 9, N. Y. 

Timothy D. Baker, M.D. (ex-officio) 

Arthur C. Hollister, Jr., M.D. (ex-officio) 

Philip E. Sartwell, M.D. 

Louis F. Saylor, M.D. 


Committee on Teaching of Epidemiology 
Wendell R. Ames, M.D., Chairman, 44 
Marshall St., Rochester 2, N. Y. 
Robert Dyar, M.D. 
Kirk T. Mosley, M.D. 
Raymond Selser, M.D. 
Tom F. Whayne, M.D. 


Food and Nutrition Section 


Ad Hoc Committee to Study the Need 
for a Manual on Laboratory Methods 
to Determine Nutritional Status 

Robert E. Shank, M.D., Chairman, Wash- 
ington University School of Medicine, St. 
Louis, Mo. 

(Members to be appointed) 


Committee on Food Additives 
Bernard L. Oser, Ph.D., Chairman, Food 
and Drug Research Laboratories, Inc., 
Maurice Ave., at 58th St., Maspeth 78, 
N.. ¥. 
(Members to be appointed) 


Committee on Membership and Fellow- 
ship 
Clara M. Taylor, Ph.D., Chairman, Teachers 
College, Columbia University, New York 
27; 


(Members to be appointed) 


Committee on Nutrition Information 
Horace L. Sipple, Ph.D., Chairman, 99 Park 
Ave., New York 16, N. Y. 
A. June Bricker 
John H. Browe, M.D. 
H. E. O. Heineman 
Alice H. Smith, M.S. 


FEBRUARY, 1961 


Committee to Strengthen the Section 
Rebecca Broach, M.P.H., Chairman, Uni- 
versity of North Carolina School of Pub- 
lic Health, Chapel Hill, N. C. 
Beth Duncan, M.P.H. 
Dorothea E. Nicoll, M.S. 
Leona R. Shapiro, M.S. 


Joint Committee on Economy and Ef- 
ficiency in the Preparation of Infant 
Feeding 

Foop anp Nutrition Section 
Marjorie M. Heseltine, Chairman, Chil- 
dren’s Bureau, Washington 25, D. C. 
Elspeth Bennett 
John Cobb, M.D. 
Viola Fisher 
F. Inistore Godfrey, M.S. 
Dorothy B. Hacker 
Nelle M. Sailor 
Calvin Woodruff, M.D. 


MATERNAL AND Cuitp Heattu Section 
Pauline G. Stitt, M.D., Chairman, 55 
Shattuck St., Boston 15, Mass. 
Evelyn E. Hartman, M.D. 
Margaret A. Losty, R.N. 


Newsletter Committee 

Eleanor L. McKnight, M.S., Chairman, City 
Health Dept., 620 North Caroline St., 
Baltimore 5, Md. 

Maryrose J. Baiano, M.S. 

Jana W. Jones, M.S. 

Dorothea E. Nicoll, M.S. 

Helen Ger Olson, M.P.H. 

Janet E. Packard 

William D. Simmons, M.P.H. 

Ruth Stief 


Nominating Committee 

Dorothy M. Youland, M.S., Chairman, P. O. 
Box 2143, Biliings, Mont. 

M. Thomas Bartram, Ph.D. 


Ercel S. Eppright, Ph.D. 
Helen E. Walsh, M.A. 


Program Committee 


Ruth E. Brennan. «.S., Chairman, St. Louis 
County Health Dept., Clayton 5, Mo. 

Edna Mae McIntosh, MLS. 

Horace L. Sipple, Ph.D. 

Alice H. Smith, M.S. 


Resolutions Committee 


Fred C. Baselt, C.E., Chairman, 100 Park 
Ave., New York 17, N. Y. 

Doris E. Lauber 

(Member to be appointed) 


Laboratory Section 


Committee on Antimicrobial Agents 
(Disinfectants ) 

Nicholas D. Duffett, Ph.D., Chairman, 32 
Municipal Courts Bldg., St. Louis 3, Mo. 

Lawrence B. Hall, M.E., Co-Chairman 

William G. Walter, Ph.D., Expediter 

Evan T. Bynoe, Ph.D. 

Frank B. Engley, Ph.D. 

Floyd W. Hartmann, Sc.D. 

Keith H. Lewis, Ph.D. 


Committee on Evaluation of Performance 


Rovelle H. Alien, M.D., Chairman, 262 
Second Ave., Ottawa, Ontario, Canada 

Elmer L. Shaffer, Ph.D., Co-Chairman 

Alcor S. Browne, Ph.D., Expediter 

Ernest J. Bowmer, M.B. 

Joel R. Cohen, M.S. 

Elizabeth Petran, Ph.D. 

Jean Puffer, Ph.D. 

Daniel N. Weitzner 

Daniel Widelock, Ph.D. 

Myron Willis, Ph.D. 


Committee on Laboratory Infections and 
Accidents 

S. Edward Sulkin, Ph.D., Chairman, 5323 
Harry Hines Blvd., Dallas 19, Tex. 

Robert M. Pike, Ph.D., Co-Chairman 

Morris Schaeffer, M.D., Expediter 

Libero Ajello, Ph.D. 

Leon Jacobs, Ph.D. 

M. Michael Sigel, Ph.D. 

Herman Wing, M.D. 


Committee on Laboratory Phases of Sani- 


tation 
F. Wellington Gilcreas, Chairman, Box 2055, 
University P. O. Station, Gainesville, Fla. 
Charles H. Drake, Ph.D., Co-Chairman 
Earle K. Borman, M.S., Expediter 
Luther A. Black, Ph.D. 
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Robert Cooper 

Charles C. Croft, Se.D. 
Richard Eglinton 

John Forney 

Emanuel Hurwitz 

Paul W. Kabler, M.D. 

Joseph C. McCaffrey, M.S.P.H. 
Joseph A. MeCarthy 

Wallace W. Sanderson 
Warren J. Kaufman, Se.D. 


Committee on Membership and Fellow- 


ship 

Genevieve W. Stout, Chairman, Public 
Health Service, Box 185, Chamblee, Ga. 

Melvin E. Koons, Co-Chairman 

Irma L. Adams 

Meridian R. Ball, Se.D. 

Ernest J. Bowmer, M.B. 

Albert Dickman, Ph.D. 

Lionel E. Elkerton, M.D. 

Helen H. Gillette, S.B. 

W. J. Hausler, Jr., Ph.D. 

Nell Hirschberg, Ph.D. 

Thomas S. Hosty, Ph.D. 

Paul W. Kabler, M.D. 

Edith Kuhns 

Marie Mulhern 

Minnie Schrieber, M.S. 

Elaine L. Updyke, Se.D. 

Willard F. Verwey, Sc.D. 


Committee on Nominations 


Albert V. Hardy, M.D., Chairman, State 
Board of Health, Jacksonville 1, Fla. 

Lionel E. Elkerton, M.D. 

Irving Gordon, M.D. 

Theodore A. Olson, Ph.D. 


Committee on Program 


Erwin Neter, M.D., Chairman, 219 Bryant 
St., Buffalo 22, N. Y. 
Morris F. Shaffer, D.Phil., Co-Chairman 
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Alcor S. Browne, Ph.D. 
Leonard Karel, Ph.D. 
Theodore A. Olson, Ph.D.g 


Committee for Recruitment and Training 
Elizabeth D. Robinton, Ph.D., Chairman, 
Smith College, Northampton, Mass. 
Nell F. Hollinger, Ph.D., Co-Chairman 
J. V. Irons, Se.D., Expediter 
Irma L. Adams, Director 
John J. Andujar, M.D. 
George M. Cameron, Ph.D. 
Vernon D. Foltz 
Evelyn Hibbard 
Pearl L. Kendrick, Se.D. 
Robert A. MacCready, M.D. 
C. A. Perry, Se.D. 


Committee on Research in Public Health 

Laboratories 

Ralph B. Hogan, M.D., Chairman, P. O. 
Box 185, Chamblee, Ga. 

George D. Cummings, Ph.D., Expediter 

George E. Foley, Sc.D. 

James Gibbard, M.S. 

M. L. Gray, Ph.D. 

Harry B. Harding, M.D. 

Charles A. Hunter, Ph.D. 

J. V. Irons, Se.D. 

Leonard Karel, Ph.D. 

Edwin H. Lennette, M.D. 


Committee on Sanitation of Utensils 

Warren Litsky, Ph.D., Chairman, University 
of Massachusetts, Amherst, Mass. 

Robert Angelotti, Ph.D., Co-Cheirman 
William G. Walter, Ph.D., Expediter 
Edward H. Armbruster, M.S. 
Richard D. O'Neil, Ph.D. 
John L. Wilson, Ph.D. 


Committee on Standardization of Re- 
agents 
Paul Fugazzotto, Ph.D., Chairman, Box 
573, Olean, N. Y. 


COMMITTEES 


Warfield Garson, M.D., Co-Chairman 
Robert D. Stuart, M.D., Expediter 
James R. Copeland, M.A. 

H. Gilbert Crecelius, Ph.D. 

Ben E. Diamond, M.A. 

Russell S. Fraser, M.S. 

Martin Goldfield, M.D. 

Arnold E. Greenberg, M.S. 
Frederick R. Kronenwett, Ph.D. 
Nicholas A. Milone 

Nathan Nagle, M.P.H. 

Irving Olitzky, Ph.D. 

C. A. Perry, Sc.D. 

Ralph B. Williams, B.S. 

John F. Winn, D.V.M. 


Committee on Staphylococcal Phage Typ- 


ing 

Earle K. Borman, M.S., Chairman, P. O. 
Box 2340, Hartford, Conn. 

W. J. Hausler, Jr., Ph.D., Co-Chairman 

Valerie Hurst, Ph.D., Co-Chairman 

John E. Blair, Ph.D. 

Howard L. Bodily, Ph.D. 

Evan T. Bynoe, Ph.D. 

Jean-Mare Desranleau 

George Gee Jackson, M.D. 

Howard E, Lind, Ph.D. 

Marie Mulhern 

Gerald M. Needham, Ph.D. 

Eugene Rosenblum 

Elaine Updyke, Sc.D. 

J. B. Wilson, Ph.D. 

Robert I. Wise, M.D. 


Liaison Committee 


Nathan J. Schneider, Ph.D., Chairman, P. O. 
Box 210, Jacksonville, Fia. 

Earl E. Long, M.S., Co-Chairman 

Morris Scherago, D.V.M., Expediter 

George M. Cameron, Ph.D. 

Lionel E. Elkerton, M.D. 

Joseph N. Murphy, M.S.P.H. 

Carolyn Roth, M.P.H. 


Maternal and Child Health Section 


Committee on Legislation 
Paul A. Harper, M.D., Chairman, 615 N. 
Wolfe St., Baltimore, Md. 
Martha M. Eliot, M.D. 
Ruth B. Howard, M.D. 
Hilla Sheriff, M.D. 


Committee on Maternity Care 
Donaldson F. Rawlings, M.D., Chairman, 
2048 Greenbriar St., Springfield, Il. 
Goldie B. Corneliuson, M.D. 
Edwin M. Gold, M.D. 
Theodore A. Montgomery, M.D. 


FEBRUARY, 1961 


Martha A. O'Malley, M.D. 
Madeleine Y. Phaneuf, M.D. 


Committee on Nominations 


Leslie J. Corsa, Jr.. M.D., Chairman, 2151 
Berkeley Way, Berkeley 4, Calif. 
(Committee in process of formation) 


Committee on Population Control 


Geoffrey M. Martin, M.D., Chairman, State 
Board of Health, Topeka, Kans. 

Leona Baumgartner, M.D. 

Stanley C. Best, M.D. 


Henrik L. Blum, M.D. 
Mary S. Calderone, M.D. 
John C. Cobb, M.D. 
Johan W. Eliot, M.D. 
Helen B. Fraser, M.D. 
Murray Goldstein, D.O. 
Schuyler G. Kohl, M.D. 


Committee on Program 
Alice D. Chenoweth, M.D., Chairman, 
Children’s Bureau, Washington 25, D. C. 
(Committee in process of formation) 


Committee on Recruitment 
Goldie B. Corneliuson, M.D., Chairman, 
State Health Dept., Lansing, Mich. 
Andrew F. Balkany, M.D. 
Helen W. Bellhouse, M.D. 
Martha L. Clifford, M.D. 
Madelene M. Donnelly, M.D. 
Edyth P. Hershey, M.D. 
Ruth B. Howard, M.D. 
Harold Jacobziner, M.D. 
Madeleine E. Morcy, M.D. 
Edward Press, M.D. 
Abraham R. Rosenfield, M.D. 
Frances C. Rothert, M.D. 
Edith P. Sappington, M.D. 
Hilla Sheriff, M.D. 
G. D. Carlyle Thompson, M.D. 
Estella F. Warner, M.D. 
Alfred Yankauer, Jr., M.D. 
Renee Zindwer, M.D. 


Committee on Relationships Between 
Schools of Public Health and Ma- 
ternal and Child Health and Crip- 
pled Children’s Field Services 

Donald C. Smith, M.D., Chairman, Univer- 
sity of Michigan School of Public Health, 
Ann Arbor, Mich. 

Jessie M. Bierman, M.D. 

Sidney Chipman, M.D. 

Goldie B. Corneliuson, M.D. 

Leslie Corsa, Jr.. M.D. 

Carlton Dean, M.D. 

James F. Donnelly, M.D. 

Paul A. Harper, M.D. 

Arthur Lesser, M.D. 

R. Gerald Rice, M.D. 

Abraham R. Rosenfield, M.D. 

William M. Schmidt, M.D. 

Hilla Sheriff, M.D. 

Jean R. Stifler, M.D. 

Helen M. Wallace, M.D. 

Samuel M. Wishik, M.D. 


Committee on Resolutions 
Alfred Yankauer, Jr., M.D., Chairman, 84 
Holland Ave., Albany 8, N. Y. 
Herbert Bauer, M.D. 
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William J. Cassel, Jr., M.D. 
John A. Lichty, M.D. 

Ruth A. Rothmayer, R.N. 
John M. Saunders, M.D. 
Hilla Sheriff, M.D. 

Leon Sternfeld, M.D. 


Joint Committee on Economy and Effi- 
ciency in Infant Feeding 


MATERNAL AND Cuitp Heattu Section 
Pauline G. Stitt, M.D., Chairman, 55 Shat- 
tuck St., Boston 15, Mass. 
John Cobb, M.D. 
Evelyn E. Hartman, M.D. 
Margaret A. Losty, R.N. 


Foop anp Nutrition Section 
Marjorie M. Heseltine, Chairman, Chil- 
dren’s Bureau, Washington 25, D. C. 
Elspeth Bennett 
Viola Fisher 
F. Inistore Godfrey, M.S. 
Dorothy B. Hacker 
Nelle M. Sailor 
Calvin Woodruff, M.D. 


Joint Committee on Future Direction of 
the Maternal and Child Health Sec- 
tion 


MATERNAL AND Cuitp Heattu Section 
Paul A. Harper, M.D. 
Georgia B. Perkins, M.D. 


ASSOCIATION OF STATE MATERNAL AND 
HeattH AND CrippLep CHIL- 
pREN’S DirecToRS 

Leslie Corsa, Jr., M.D. 
Jean R. Stifler, M.D. 


Procram COMMITTEE ON CHILD 
HEALTH 
Alan Foord, M.D. 


William M. Schmidt, M.D. 


Liaison Committee with Medical Care 

Section 

William M. Schmidt, M.D.. Chairman, 55 
Shattuck St., Boston 15, Mass. 

Caroline H. Elledge 

Charles R. Gardipee, Jr., M.D. 

Arthur Lesser, M.D. 

Donald C. Smith, M.D. 

Ruth G. Taylor, R.N. 

Elizabeth L. Watkins, M.S. 


Maternal and Child Health Task Force 
on Indices for Community Health 
Services 

Alice D. Chenoweth, M.D., Chairman, Chil- 
dren’s Bureau, Washington 25, D. C. 
Alice F. Brackett, R.N. 
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Agnes L. Fuller, R.N. 
Ella Langer, M.D. 
Donald C. Smith, M.D. 


COMMITTEES 


Jean R. Stifle’ “LD. 
Helen M. Ws .sce, M.D. 
Renee Zindwer, M.D. 


Medical Care Section 


Committee on Membership and Regional 

Activities 

Lorin E. Kerr, M.D., Chairman, 907 15th 
St., N.W., Washington 5, D. C. 

Murillo Viilela Bastos, M.D. (South Amer- 
ica) 

Thomas J. Berret (Pa.) 

Bedford W. Bird (Tenn.; Ky.) 

Sterling B. Brinkley, M.D. (Conn.; R. I.) 

Paul B. Cornely, M.D. (Washington, D. C.: 
Md.; Va.) 

Adriane V. Duffy, M.S. (N. J.; Dela.) 

William L. Fleming, M.D., (N. C.; S.C.) 

Donald K. Freedman, M.D. (Calif.; Ariz.: 
Nev.: Hawaii) 

David A. Gee, M.H.A. (Mo.: Towa: Kans.: 
Neb.) 

Philip J. Gillette, M.P.H. (Wash.: Alaska: 
Idaho; Ore.) 

Earl C. Gluckman, M.D. 

James T. Hart, Jr. (W. Va.) 

Allen N. Koplin, M.D. (Ala.; Miss.: La.) 


(Fla.: Ga.) 


Edward B. Kovar, M.A. (Mass.: Me.: 
N. H.) 
Viad F. Ratay (Colo.; N..M.: Mont.: 


Utah: Wyo.) 
Leonard S. Rosenfeld, M.D. (Mich.) 
Arthur L. Stern (N. Y. C.; N. Y. S.) 
Leif Thorne-Thomsen (IIL; Wis.) 
I. Glenn Wilson (Ohio, Ind.) 
. —— (Ark.; Okla.; Tex.) 
—+— (Minn.; N. D.: S. D.) 
——— (Puerto Rico) 
Committee on Racial Integration in 
Health Services 
Walter J. Lear, M.D., Chairman, Health 
Insurance Plan of Greater New York, 
625 Madison Ave., New York, N. Y. 
Adelbert L. Campbell, M.P.H. 
Paul B. Cornely, M.D. 
Charles H. Goodrich, M.D. 
George G. Reader, M.D. 


Robert Sigmond 
Eric Springer 


Joint Committee on Rehabilitation and 

Workmen’s Compensation 
Mepicat Care Section 
Kenneth E. Pohiuann, Chairman, 907 
15th St., N.W., Washington, D. C. 

Terrence E. Carroll 
Earl F. Cheit 
Clinton Fair 
Jerome Pollack 


Louis S. Reed, Ph.D. 


OccupaTIONAL HEALTH SECTION 
(Members to be appointed) 


Liaison Committee with Maternal and 

Child Health Section 

Mary Lee Ingbar, Ph.D., Chairman, 55 Shat- 
tuck St., Boston, Mass. 

S. J. Axelrod, M.D. 

Pearl Bierman 

Donald K. Freedman, M.D. 

Alice B. Tobler, M.D. 

Alonzo S. Yerby, M.D. 


Nominating Committee 
John Newdorp, M.D., Chairman, 2811 N. 
Westmoreland St., Arlington 13, Va. 
Joseph Axelrod, M.S. 
Lester Breslow, M.D. 
Martin A. Cohen, M.A. 
Donald K. Freedman, M.D. 


Publications Committee 
Leslie A. Falk, M.D., Chairman, 507 Liberty 
Ave., Pittsburgh 22, Pa. 
S. J. Axelrod, M.D. 
George G. Reader, M.D. 
Milton I. Roemer, M.D. 
George A. Silver, M.D. 
E. Richard Weinerman, M.D. 
I. Glenn Wilson 


Mental Health Section 


Membership Committee 
Robert E. Thomas, M.D., Chairman, 954 N. 
Vermont Ave., Los Angeles 29, Calif. 
Robert Barrie 
(Other members to be appointed) 


FEBRUARY, 1961 


Nominating Committee 

Dorine J. Loso, R.N., Chairman, Public 
Health Service, 621-17th St., Denver 2, 
Colo. 

Joseph J. Downing, M.D. 

Leon Eisenberg, M.D. 
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Program Committtee 
Joseph J. Downing, M.D., Chairman, 3700 
Edison St., San Mateo, Calif. 
Ruth G. Cumings, R.N. 
Murray A. Diamond, M.D. 
Joseph Hirsh, Ed.D. 
Elsie Ho, M.A. 
Roger W. Howell, M.D. 
Thomas F. A. Plaut, Ph.D. 


Resolutions Committee 
Mary A. Burke,. R.N., Chairman, 14585 
Greenfield St., Detroit 27, Mich. 
Alan Goldfarb, Dr.P.H. 
Marvin E, Perkins, M.D. 


Special Project Committee 
Stanley F. Yolles, M.D., Chairman, National 
Institute of Mental Health, Bethesda 14, 
Md. 
(Members to be appointed) 


Occupational Health Section 


Committee on Membership 
Mitchell R. Zavon, M.D., Chairman, Ketter- 
ing Laboratory, Eden and Bethesda Aves., 
Cincinnati 19, Ohio 


Committee on Nominations 
Herman J. Bennett, M.D., Chairman, IBM, 
Poughkeepsie, N. Y. 
Lewis J. Cralley, Ph.D. 
Herbert Walworth, M.S. 


Committee on Regulations and Legisla- 
tion 
Victoria M. Trasko, Chairman, 1014 Broad- 
way, OHFH, Cincinnati 2, Ohio 


ON LABELING 
Joseph E. Flanagan, Jr., Chairman, Taft 
Sanitary Engineering Center, 4676 Co- 
lumbia Parkway, Cincinnati 26, Ohio 
Heinrich Brieger, M.D. 
Bernard E. Conley, Ph.D. 


ON Raptation 
Lester A. Barrer, Ph.D. 
Jan Lieben, M.D. 


ON Hycrene 
William G. Fredrick, Sc.D. 
James P. Hughes, M.D. 
May R. Mayers, M.D. 


Suncom™irrer oN Arr Potiution Lectsia- 
TION 
Arthur C. Stern, M.S. 


ON WorKMEN’s COMPENSA- 
TION 
Robert P. Gleason, M.S. 
Edward R. Hawkins, M.D. 
John J. Ritter, C.M.A. 


Committee on Resolutions 
Warren A. Cook, Chairman, University of 
Michigan School of Public Health, Ann 
Arbor, Mich. 
Herman J. Bennett, M.D. 
Lewis J. Cralley, Ph.D. 


Joint Committee on Rehabilitation and 
Workmen’s Compensation 
OccuPATIONAL HEALTH SECTION 
(Members to be appointed) 


Mepicat Care Section 
Kenneth E. Pohlmann, Chairman, 907 
15th St., N.W., Washington, D. C. 
Terrence E. Carroll 
Earl F. Cheit 
Clinton Fair 
Jerome Pollack 
Louis S. Reed, Ph.D. 


Public Health Education Section 


Committee on Purposes, Functions and 

Relationship to APHA 

Mabel E. Rugen, Ph.D., Chairman, Uni- 
versity of Michigan School of Public 
Health, Ann Arbor, Mich. 

Irene Fahey, M.P.H., Vice-Chairman 

Robert A. Bowman, Ph.D. 

Eugene Cox 

Vivian V. Drenckhahn, M.P.H. 

Margaret M. Drennan, M.S.P.H. 

Donald Dukelow, M.D. 

William J. Hixon, M.S. 

William S. Robinson, M.S.P.H. 


‘ 


Local Arrangements Committee 
Henriette Strauss, M.S., Chairman, 2446 
Ewald Court, Detroit 38, Mich. 
Beatrice M. Mair, M.P.H., Vice-Chairman 


Membership Committee 
Franklin K. Brough, M.P.H., Chairman, 
1941 S. llth St., East, Salt Lake City 5, 
Utah 
Lewis W. Andrews, M.P.H., Co-Chairman 
(State representatives to be appointed) 
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Newsletter Committee 
Allen M. A. Buckingham, M.P.H., Editor, 
3615 Cribbon Ave., Cheyenne, Wyo. 
Graydon Dorsch, M.P.H., Assistant Editor 


Domestic Reporters 
Charles P. Froom, M.P.H. 
Elizabeth E. Harvey, M.S.P.H. 
Floris E. King, M.P.H. 
Walter R. Lalor, M.P.H. 
Elizabeth E. Mumm, M.P.H. 
Thomas McIndoe 
Virginia Pence, M.P.H. 
Margaret Warner, M.P.H. 


Overseas REPORTERS 
William A. Darity 
Thomas H. Gray 
G. LaVerne Jones 
(Other reporters to be appointed) 


1962 Annual Meeting Program Sugges- 

tions Committee 

Rosalyn M. Mervis, M.P.H., Chairman, 
1177 Woodbine St., Pittsburgh 1, Pa. 

Lucretia A. Saunders, M.P.H., Vice-Chair- 
man 

Francis J. Acosta, Jr. 

Ida L. Brugnetti, M.A. 

Kenneth I. Chapman, M.P.H. 

Philip J. Dykstra 

W. M. Gersbacher, Ph.D. 

Pauline K. Matthis, M.P.H. 

Robert O. Yoho, H.S.D. 


COMMITTEES 


Nominating Committee 

Ralph H. Boatman, Jr., Ph.D., Chairman, 
University of North Carolina, Dept. of 
Health Education, Chapel Hill, N. C. 

Catherine E. Vavra, M.P.H., Vice-Chairman 

Robert A. Bowman, Ph.D. 

Ralph T. Fisher, M.P.H. 

Barbara L. Kahn, M.P.H. 

Ben V. Kiningham, Jr., M.P.H. (ex-officio) 

Frances Kord 

Nancy C. Ott, M.P.H. 

Clarence E. Pearson, M.S.P.H. 


Resolutions Committee 

Otto Kuscher, Jr., M.P.H., Chairman, 615 
Maryland Ave., Aldan, Pa. 

R. Winfield Smith, M.A., Vice-Chairman 

William A. Allen, M.P.H. 

Alma J. Baynard, M.P.H. 

Wallace C. Fulton, M.P.H. 

Claudia B, Galiher 

Robert C. Milligan, M.P.H. 

Sara C. Stice 

Thomas E. Roberson, M.S.P.H. 

Mary A. Thompson, M.A. 

Marian J. Wettrick, M.P.H. 


Section Reporter on Technical Develop- 
ment Board Affairs 
Anne S. Loop, Ph.D. 
Morey R. Fields, Ed.D. (alternate) 


Public Health Nursing Section 


Committee on Research and Studies 

Jane Wileox, M.N., Chairman, Bldg. 10, 
Room 2B49, National Institutes of Health, 
Bethesda 14, Md. 

Martha D. Adam, R.N. 

Anne Burns, R.N. (ex-officio) 

Anna M. Fillmore, R.N. 

Agnes L. Fuller, R.N. 

Eleanor Gochanour, R.N. 

Eva M. Reese, R.N. (ex-officio) 

Martha E. Rogers, R.N. 

Jane B. Taylor, R.N. (ex-officio) 

Margaret W. Thomas, R.N. 

Dorothy Wilson, Ed.D. 


Membership Committee 
Ethel R. Jacobs, R.N., Chairman, 1330 W. 
Michigan St., Indianapolis 7, Ind. 
Lillian M. Derflinger, R.N. 
Jane D. Keeler, M.A. 
Johanna E. Kennedy, M.A. 


FEBRUARY, 1961 


Mary B. Kneedler, R.N. 
Sylvia R. Peabody, R.N. 


Nominating Committee 

Julia D. Smith, R.N., Chairman, University 
of North Carolina School of Nursing, 
Chapel Hill, N. C. 

Edna J. Brandt, R.N. 

Daphine D. Doster, R.N. 

M. Estelle Hunt, R.N. 

Olive M. Klump 

Alice M. Sundberg, R.N. 

Dorothy Wilson, Ed.D. 


Resolutions Committee 
Bernice di Sessa, R.N., Chairman, 2260 
Jay St., Denver 14, Colo. 
Lyndall Birkbeck 
Zella Bryant, R.N. 
Louise L. Holmes, M.A. 
Margaret L. Shetland, Ed.D. 


School Health Section 


Committee on Nominations 

John H. Shaw, Ed.D., Chairman, Syracuse 
University, Syracuse, N. Y. 

Hester B. Bland, H.S.D. 

Edward J. Dvorak, M.P.H. 

Franklin M. Foote, M.D. 

Howard S. Hoyman, Ed.D. 

Elena M. Sliepcevich, D.P.E. 

Sara L. Smith, Ed.D. 

Wilfred C. Sutton, Ed.D. 


Committee on Professional Preparation 
H. Frederick Kilander, Ph.D., Chairman, 


New York University, Washington Square, 
New York 3, N. Y. 
Carl L. Anderson, Dr.P.H. 
Donald N. Boydston, Ed.D. 
William H. Creswell, Jr., Ed.D. 
Roy Davis 
Margaret J. M. Greenslade, H.S.D. 
Arthur L. Harnett, Ed.D. 
Howard S. Hoyman, Ed.D. 
J. Keogh Rash, H.S.D. 
Elena M. Sliepeevich, D.P.E. 
Warren H. Southworth, Dr.P.H. 
Catherine E. Vavra, M.P.H. 


Statistics Section 


Committee on Classification of Accidents 
Albert P. Iskrant, Chairman, Public Health 
Service, Washington 25, D. C. 
H. Barrett Bock, M.S. 
Elizabeth J. Coulter, Ph.D. 
Thomas C. Dundon, M.P.H. 
Arthur J. McDowell 


Committee on Eighth Revision of the In- 
ternational Statistical Classification 
of Diseases 

Carl L. Erhardt, Chairman, 125 Worth St., 
New York, N. Y. 

Marjorie T. Bellows, M.S.P.H. 

Morton Kramer, D.Sc. 

Harry Lynch 

I. M. Moriyama, Ph.D. 

Nora P. Powell 


Alfred H. Sellers, M.D. 


Committee on Electronic Computers in 

Health Statistics 

Robert F. Lewis, Ph.D., Chairman, 1430 
Tulane Ave., New Orleans 12, La. 

Wilfred J. Dixon, Ph.D. 

Fraser Harris 

Forrest E. Linder, Ph.D. 

William E. Veigel 


Committee on Membership and Directory 
William D. Carroll, Chairman, 1100 W. 49th 
St., Austin 5, Tex. 
Hazel V. Aune 
George H. Ormrod, M.A. 
Henry G. Page, M.P.H. 
Margaret E. Rice, M.Sc. 


Committee on Nominations 
Lt. Colonel Eugene L. Hamilton, Chairman, 
Medical Statistics Division, Department 
of the Army, Washington 25, D. C. 


Monroe Lerner 
Richard D. Remington, Ph.D. 
Strawn W. Taylor, M.P.H. 


Committee on Program 

F. M. Hemphill, Ph.D., Chairman, Bldg. 
T-6, Room 1205, National Institutes of 
Health, Bethesda 14, Md. 

Sidney J. Cutler, Vice-Chairman 

Albert E. Bailey, Ph.D. 

Frank J. Massey, Jr., Ph.D. 

Irvin R. Vaughn. M.P.H. 

Henry B. Wells, Ph.D. 


Committee on Recruitment and Training 

Donovan J. Thompson, Ph.D., Chairman, 
University of Pittsburgh Graduate School 
of Public Health, Pittsburgh, Pa. 

Jacob E. Bearman, Ph.D. 

William R. Gaffey, Ph.D. 

Junior K. Knee. M.P.H. 

Margaret F. Shackelford, M.S. 


Committee on Resolutions 
Philip E. Enterline, Chairman, Public 
Health Service, Washington 25, D. C. 
Jacob Baar 
Fraser Harris 


Committee on Vital and Health Statistics 

Monographs 

Mortimer Spiegelman, Chairman, One Madi- 
son Ave., New York 10, N. Y. 

Paul M. Densen, D.Sc. 

Robert D. Grove, Ph.D. 

Clyde V. Kiser, Ph.D. 

Felix E. Moore 

George Rosen, M.D. 

William Stewart, M.D. 

Conrad Taeuber, Ph.D. 

Paul Webbink 

Donald Young, Ph.D. 
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YMMITTEES 


SECTION COUNCILS 1960-1961 


Dental Health Section 
(Organized 1943) 

Wesley O. Young, D.M.D., Chairman, Dept. of 
Public Health, Box 640, Boise, Idaho 

Norman F. Gerrie, D.D.S., Vice-Chairman. 
Public Health Service, Dept. of HEW, 4th 
and C Sts., S.W., Washington 25, D. C. 

David F. Striffer, D.D.S., Secretary, New 
Mexico Dept. of Public Health, 408 Galisteo 
St., Santa Fe, N. M. 

Viron L. Diefenbach, D.D.S., Secretary-Elect, 
Division of Dental Public Health, Region 
VIII, Public Health Service, Denver. Colo. 

Philip E. Blackerby, D.D.S. (1961) 

Clifton O. Dummett, D.D.S. (1963) 

Donald J. Galagan, D.D.S. (1962) 

Quentin M. Smith, D.D.S. (1961) 

Elizabeth M. Warner (1962) 

Robert L. Weiss, D.D.S. (1963) 


Engineering and Sanitation Section 
(Organized 1911) 


P. Walton Purdom, P.E., Chairman, 319 E. 
Durham St., Philadelphia 19, Pa. 

Clarence W. Klassen, P.E., Vice-Chairman. 
State Dept. of Health, Springfield, III. 

James A. King, M.P.H., Secretary, National 
Institutes of Health, Room 307, Bldg. 1, 
Bethesda 14, Md. 

Charles A. Farish, Secretary-Elect, 1308 
Brooks, Ann Arbor, Mich. 

A. Harry Bliss, Dr.P.A. (1962) 

Andrew T. Dempster, Jr., P.E. (1963) 

Wesley E. Gilbertson, M.S.P.H. (1961) 

Louva G. Lenert (1962) 

Jerome B. Trichter (1961) 

Ray B. Watts, M.P.H. (1963) 


Epidemiology Section 
(Organized 1929) 


Fred L. Soper, M.D., Chairman, 4104 Rose- 
mary St., Chevy Chase, Md. 

Kirk T. Mosley, M.D., Vice-Chairman, Okla- 
homa University School of Medicine, Okla- 
homa City, Okla. 

Arthur C. Hollister, Jr., M.D., Secretary, Cali- 
fornia State Dept. of Public Health, 2151 
Berkeley Way, Berkeley 4, Calif. 

Timothy D. Baker, M.D., Secretary-Elect. 
Johns Hopkins University School of Public 
Health, Office of Assistant Director, Balti- 
more, Md. 

Sidney Cobb, M.D. (1962) 

Thomas D. Dublin, M.D. (1961) 

John P. Fox, M.D. (1961) 

Alexander D. Langmuir, M.D. (1962) 


FEBRUARY, 1961 


Brig. Gen. Joseph MeNinch (1963) 
James H. Steele, D.V.M. (1963) 


Food and Nutrition Section 
(Organized 1917) 


Robert E. Olson, M.D., Chairman, University 
of Pittsburgh, Graduate School of Public 
Health, Pittsburgh, Pa. 

Emil M. Mrak, Ph.D., Vice-Chairman, Uni- 
versity of California, Davis, Calif. 

Ruth E. Brennan, Secretary, County Health 
Dept., 651 Brentwood Blvd., Clayton 5, Mo. 

Jane C. Ebbs (1961) 

Ruth L. Huenemann, D.Sc. (1962) 

James M. Hundley, MD. (1962) 

Robert E. Shank, M.D. (1963) 

Horace Sipple, Ph.D. (1961) 

Martha F. Trulson, D.Sc. (1963) 


Health Officers Section 
(Organized 1908) 


Ellis D. Sox, M.D., Chairman, 101 Grove St., 
San Francisco 2, Calif. 

Charles Wilbar, M.D., Vice-Chairman, 360 N. 
28th St., Camp Hill, Pa. 

Harald M. Graning, M.D., Secretary, Dept. of 
Health, Education, and Welfare, Region II, 
42 Broadway, New York, N. Y. 

Charles Sutton, M.D., Secretary-Elect, State 
Dept. of Public Health, Division of Local 
Health Services, Springfield, Ill. 

Robert N. Barr, M.D. (1961) 

Robert E. Coker, Jr.. M.D. (1962) 

Harold Erickson, M.D. (1963) 

John J. Hanlon, M.D. (1963) 

Emil E. Palmquist, M.D. (1961) 

John Venable, M.D. (1962) 


Laboratory Section 
(Organized 1899) 


William G. Walter, Ph.D., Chairman, Montana 
State College, Bacteriology Dept., Bozeman, 
Mont. 

Earle K. Borman, Vice-Chairman, P. O. Box 
2340, Hartford 1, Conn. 

Erwin Neter, M.D., Secretary, Children’s Hos- 
pital, 219 Bryant St., Buffalo 9, N. Y. 

Theodore A. Olson, Ph.D., Secretary-Elect, 
University of Minnesota, School of Public 
Health, Minneapolis 14, Minn. 

Alcor S. Browne, Ph.D. (1961) 

George D. Cummings, M.D. (1962) 

F. Wellington Gilcreas (1961) 

Irving Gordon, M.D. (1962) 

Robert A. MacCready, M.D. (1963) 

Robert D. Stuart, M.D. (1963) 


Maternal and Child Health Section 
(Organized 1921) 


Madelene M. Donnelly, M.D., Chairman, State 
Dept. of Public Health, State House, Des 
Moines, lowa 

William M. Schmidt, M.D., Vice-Chairman, 
Harvard School of Public Health, 55 Shat- 
tuck St., Boston 15, Mass. 

Alice D. Chenoweth, M.D., Secretary, 1503 N. 
Jefferson St., Arlington, Va. 

Katherine Bain, M.D. (1962) 

Goldie B. Corneliuson, M.D. (1961) 

Paul A. Harper, M.D. (1963) 

Jean Pakter, M.D. (1961) 

Donald C. Smith, M.D. (1962) 

Jean F. Webb, M.D. (1963) 


Medical Care Section 
(Organized 1948) 


Caldwell B. Esselstyn, M.D., Chairman, 454 
Warren St., Hudson, N. Y. 

Isidore S. Falk, Ph.D., Vice-Chairman, RFD 1, 
Stonington, Conn. 

Henry C. Daniels, M.A., Secretary, United 
Mine Workers of America, Medical Health 
and Hospital Services, 907 15th St., N.W., 
Washington, D. C. 

Agnes Brewster (Mrs.) (1963) 

Franz Goldmann, M.D. (1961) 

George G. Reader, M.D. (1962) 

Leonard Rosenfeld, M.D. (1963) 

Cecil G. Sheps, M.D., (1962) 

Alonzo S. Yerby, M.D. (1961) 


Mental Health Section 
(Organized 1955) 


Rema Lapouse, M.D., Chairman, Public Health 
Research Institute, Foot of E. 15th St., New 
York 9, N. Y. 

Alan D. Miller, M.D., Vice-Chairman, Public 
Health Service, 621 17th St., Denver 2, 
Colo. 

Joseph J. Downing, M.D., Secretary, County 
Dept. of Health and Welfare, 3700 Edison 
St., San Mateo, Calif. 

Ellen M. Donnelly, Ed.D. (1963) 

S. Eleanor Gill, R.N. (1962) 

Joanna F. Gorman (Mrs.) (1961) 

Elias Marsh, M.D. (1962) 

Stanley F. Yolles, M.D. (1963) 

Joseph Zubin, Ph.D. (1961) 


Occupational Health Section 
(Organized 1914) 
Fred R. Ingram, P.E., Chairman, 90 Panoramic 
Way, Walnut Creek, Calif. 
Mitchell R. Zavon, M.D., Vice-Chairman, 
Kettering Laboratory, Eden and Bethesda 
Sts., Cincinnati 19, Ohio 


Melvin M. Udel, M.D., Secretary, Metropoli- 
tan Life Insurance Company, One Madison 
Ave., New York 10, N. Y. 

Elston L. Belknap, M.D. (1962) 

Clyde M. Berry, Ph.D. (1961) 

Emil T. Chanlett (1963) 

Bernard E. Conley, Ph.D. (1961) 

Lewis J. Cralley, Ph.D. (1962) 

Ernest Mastromatteo, M.D., (1963) 


Public Health Education Section 
(Organized 1922) 

Theron H. Butterworth, Ph.D., Chairman, 
National Society for Crippled Children and 
Adults, 55 W. 42nd St., New York 36, N. Y. 

Alfred E. Kessler, M.S.P.H., Vice-Chairman, 
615 N. Alabama St., Room 335, Indian- 
apolis, Ind. 

Ben D. Kiningham, Jr., M.P.H., Secretary, 730 
S. 6th St., Springfield, Tl. 

Chester S. Bowers (1963) 

Morey R. Fields, Ed.D. (1961) 

William Griffiths, Ph.D. (1962) 

Rosemary M. Kent, Ph.D. (1963) 

Malcolm A. Mason (1961) 

George Stenhouse, M.S.P.H. (1962) 


Public Health Nursing Section 
(Organized 1923) 
Anne Burns, R.N., Chairman, 2355 Andover 
Road, Columbus, Ohio 
Margaret G. Arnstein, R.N., Vice-Chairman, 
Public Health Service, Division of Nursing, 
Social Security Bldg., Washington 25, D. C. 
Jane B. Taylor, R.N., Secretary, Public Health 
Nursing Association, Armory Bldg.. E. Ist 
and Des Moines, Des Moines 9, Iowa 
Eva M. Reese (Mrs.), Secretary-Elect, 3513 
Hacienda Ave., San Mateo, Calif. 
Anna Fillmore, R.N. (1962) 
Agnes L. Fuller, R.N. (1963) 
Kathleen M. Leahy, R.N. (1961) 
Ella E. McNeil, R.N. (1961) 
Dorothy I. Rusby, R.N. (1963) 
Janet F. Walker, R.N. (1962) 


School Health Section 
(Organized 1942) 


Florence L. Fogle, R.N., Chairman, Ohio 
State University, 320 W. 10th Ave., Starling- 
Loving Hall, Columbus 10, Ohio 

C. Adele Brown, M.D., Vice-Chairman, 105 
E. 6th St., Oswego, N. Y. 

Marian V. Hamburg, Ed.D., Secretary, 
American Heart Association, 44 E. 23rd St., 
New York 10, N. Y. 

Mildred Doster, M.D., Secretary-Elect, 
School Administration Bldg., 414 14th St., 
Denver, Colo. 

Wesley P. Cushman, Ed.D. (1961) 
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Fred V. Hein, Ph.D. (1963) 

Dora A. Hicks, Ed.D. (1962) 

J. Keogh Rash, H.S.D. (1963) 

Wesley M. Staton, Ed.D. (1961) 
David A. Van der Slice, M.D. (1962) 


Statistics Section 
(Organized 1908) 

Robert D. Grove, Ph.D., Chairman, 2114 N. 
Powhatan St., Arlington, Va. 


Sam Shapiro, Vice-Chairman, 58 Johnson Ave., 
Teaneck, N. J. 


COMMITTEES 


F. M. Hemphill, Ph.D., Secretary, National 
Institutes of Health, Bldg. T-6, Room 1205, 
Bethesda 14, Md. 

Sidney Cutler, Secretary-Elect, National 
Cancer Institute, Biometrics Section, Bldg. 
T-6, Room 2201, Bethesda 14, Md. 

Albert P. Iskrant, M.A, (1961) 

Felix E. Moore (1963) 

Margaret E. Rice (1963) 

Margaret F. Shackelford, M.S. (1961) 

Howard West, M.P.H. (1962) 


Jacob Yerushalmy, Ph.D. (1962) 
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OFFICERS 1960-1961 
—— W. Sheahan, R.N., New 


King, Ph.D., 
M.D., Van- 


President, 
York, N. 

President- Elect, Charles Glen 
New York, N. Y. 

Vice-President, G. R. F. Elliot, 
couver, B. C., Canada 

Vice-President, Humberto Olivero, Jr., 


mala City, C. A. 
Vice-President, Margaret FF. Shackelford, 
New York, 


Guate- 


M.S., Oklahoma City., Okla. 
Treasurer, D. John Lauer, M.D., 
N. Y. 
Chairman of the Executive Board, John D. 
Porterfield, M.D., Washington, D. C. 
Executive Director, Berwyn F. Mattison, M.D., 
New York, N. Y. 


EXECUTIVE BOARD 
Chairman, John D. Porterfield, M.D., Wash- 


ington D. C. (1962) 
Betty W. Bond, Ph.D., Bangkok, Thailand 


(1963) 
Charles Glen King, Ph.D., New York, N. Y. 


( President-Elect) 


D. John Lauer, M.D., New York, N. Y. 
( Treasurer ) 

Malcolm H. Merrill, M.D., Berkeley, Calif. 
( Past-President) 

Dwight F. Metzler, C.E., Topeka, Kans. 


(1963) 
Marion W. Sheahan, R.N., New York, N. Y. 
(President) 


Charles E. Smith, M.D., Berkeley, Calif. 
(1962) 

Wilson T. Sowder, M.D., Jacksonville, Fla. 
(1961) 


Milton Terris, M.D., New York, N. Y. (1961) 


ELECTIVE COUNCILORS 
Terms Expiring 1961 
Carl L. Anderson, Dr.P.H., Corvallis, Ore. 
Katherine Bain, M.D., Washington, D. C. 
Herman G. Baity, Sc.D., Geneva, Switzerland 
Charles F. Blankenship, M.D., San Francisco, 
Calif. 
Anne Burns, R.N., Columbus, Ohio 
Robert H. Felix, M.D., Bethesda, Md. 
John P. Fox, M.D., New Orleans, La. 
Ernest M. Gruenberg, M.D., New York, N. Y. 
Paul A. Harper, M.D., Baltimore, Md. 
Marjorie M. Heseltine, M.A., Washington, 
DC 


Alexander D. Langmuir, M.D., Atlanta, Ga. 

Richard K. C. Lee, M.D., Honolulu, Hawaii 

Lucile Petry Leone, R.N., Washington, D. C. 

Hugh R. McLaren, D.D.S., Ottawa, Ont., 
Canada 

Beryl J. Roberts, Dr.P.H., Berkeley, Calif. 

Morris Schaeffer, M.D., New York, N. Y. 

Ray FE. Trussell, M.D., New York, N. Y. 

Terms Expiring 1962 

Joseph A. Bell, M.D., Bethesda, Md. 

Philip E. Blackerby, Jr., D.D.S., Battle Creek, 
Mich. 

Lester Breslow, M.D., Berkeley, Calif. 

Martha L. Clifford, M.D., Hartford, Conn. 

Mayhew Derryberry, Ph.D., Washington, D. C. 

Warren F. Draper, M.D., Washington, D. C. 


Harold M. Erickson, M.D., Berkeley, Calif. 
Thomas Francis, Jr., M.D., Ann Arbor, Mich. 
John B. Grant, M.D., San Juan, P. R. 

Ruth E. Grout, Ph.D., Minneapolis, Minn. 
Ruth L. Huenemann, D.Sc., Berkeley, Calif. 
Morton Kramer, D.Sc., Bethesda, Md. 
James Lieberman, D.V.M., Atlanta, Ga. 
Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 
James A. Shannon, M.D., Bethesda, Md. 
Charles C. Wilson, M.D., New Haven, Conn. 


Terms Expiring 1963 
Solomon J. Axelrod, M.D., Ann Arbor, Mich. 
Leona Baumgartner, M.D., New York, N. Y. 
Antonio Ciocco, D.Sc., Pittsburgh, Pa. 
Pearl F. Coulter, R.N., Tucson, Ariz. 
Martha M. Eliot, M.D., Cambridge, Mass. 
Ruth Freeman, E:!.D., Baltimore, Md. 
Mark D. Hollis, D.Se., Washington, D. C. 
Andie L. Knutson, Ph.D., Berkeley, Calif. 
Paul V. Lemkau, M.D., Baltimore, Md. 
Ella McNeil, R.N., Ann Arbor, Mich. 
Benjamin Pasamanick, M.D., Columbus, Ohio 
Helen M. Wallace, M.D., Washington, 
Patricia Walsh, R.N., Ann Arbor, Mich. 
James Watt, M.D., Bethesda, Md. 
Myron E. Wegman, M.D., Ann Arbor, Mich. 


CHAIRMEN OF STANDING 
COMMITTEES 
Committee on Affiliated Societies and Branches, 
J. W. R. Norton, M.D., Raleigh, N. C. 
Committee on Constitution and By-Laws, David 


E. Price, M.D., Bethesda, Md. 


Committee on Eligibility, John C. Cutler, 
M.D., Washington, D. C. 
Committee on Evaluation and Standards, 


Theodore J. Bauer, M.D., Washington, D. C. 
Committee on Professional oo. Thomas 
Parran, M.D., New York, 
Committee on Public “wd and Legislation, 
Herman E. Hilleboe, M.D., Albany, N. Y. 
Committee on Research Policy, Robert Dyar. 


M.D., Berkeley, Calif. 
Technical Development Board, Roscoe P. 
Kandle, M.D., Trenton, N. J. 


SECTION OFFICERS 1961 
Dental Health Section 


Chairman: Wesley O. Young, D.M.D., Boise, 
Idaho 
Vice-Chairman: Norman F. Gerrie, D.D.S.. 


Washington, 1). C. 
Secretary: David F. Striffler, D.D.S., Santa Fe, 
N. M. 


Engineering and Sanitation Section 
Chairman: Paul W. Purdom, P.E., Phila- 


delphia, Pa. 
Vice-Chairman: W. Klassen, P.E.., 
Bethesda, 


Clarence 
Springfield, Ill. 
Secretary: James A. King, M.P.H., 
Md. 
Epidemiology Section 


Chairman: Fred L. Soper, M.D., Chevy Chase, 


Md. 

Vice-Chairman: Kirk T. Mosley, M.D., Okla- 
homa City, Okla. 

Secretary: Arthur C. Hollister, Jr., M.D., 


Berkeley, Calif. 
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Food and Nutrition Section 
Chairman: Robert E. Olson, M.D., Pittsburgh, 
Pa. 
Vice-Chairman: Emil M. Mrak, Ph.D., Davis, 
Calif. 
Secretary: Ruth E. Brennan, Clayton, Mo. 


Health Officers Section 
Chairman: Ellis D. Sox, M.D., San Francisco, 
Calif. 

Vice-Chairman: Charles L. Wilbar, Jr., M.D., 
Harrisburg, Pa. 
Secretary:Harald M. M.D., New 

York, N. Y. 


Graning, 


Laboratory Section 
Chairman: William G. Walter, Ph.D., Boze- 
man, Mont. 
Vice-Chairman: 
Conn. 
Secretary: Erwin Neter, M.D., Buffalo, N. Y. 


Maternal and Child Health Section 


Chairman: Madelene M. Donnelly, M.D., Des 
Moines, lowa 

Vice-Chairman: M.D., 
Boston, Mass. 

Secretary: Alice D. Chenoweth, M.D., Wash- 
ington, D. C. 


Medical Care Section 


Caldwell B.  Esselstyn, 
Hudson, N. Y. 

Vice-Chairman: I. S. Falk, Ph.D., Stonington, 
Conn. 

Secretary: Henry C. Daniels, M.A., Washing- 
ton, D. C. 


Mental Health Section 
Chairman: Rema Lapouse, M.D., New York, 


Earle K. Borman, Hartford, 


William M. Schmidt, 


M.D., 


Chairman: 


N. 


Vice-Chairman: Alan D. Miller, M.D., Denver, 


Colo. 
Secretary: Joseph J. M.D., San 


Mateo, Calif. 


Downing, 


Occupational Health Section 
Chairman, Fred R. Ingram, Berkeley, Calif. 
Vice-Chairman: Mitchell R. Zavon, M.D., Cin- 

cinnati, Ohio 


Secretary: Melvin M. Udel, M.D., New York, 


Public Health Education Section 


Chairman: Theron H. Butterworth, Ph.D., 
New York, N. Y. 

Vice-Chairman: Alfred E. Kessler, Indiana- 
polis, Ind. 

Secretary: Ben D. Kiningham, Jr., M.P.H., 
Springfield, Ill. 


Public Health Nursing Section 


Chairman: Anne Burns, R.N., Columbus, Ohio 

Vice-Chairman: Margaret G. Arnstein, R.N., 
Washington, D. C. 

Secretary: Jane B. Taylor, R.N., Des Moines, 
Iowa 


School Health Section 


Chairman: Florence L. Fogle, R.N., Columbus, 
Ohio 

Vice-Chairman: C. Adele M.D., 
Oswego, N. Y. 

Secretary: Marian V. Hamburg, Ed.D., New 
York, N. Y. 


Brown, 


Statistics Section 


Chairman: Robert D. Grove, Ph.D., Washing- 
ton, D. C, 
Vice-Chairman: New York, 


Secretary: F. M. Hemphill, Ph.D., Bethesda, 


Sam _ Shapiro, 


REPRESENTATIVES OF AFFILIATED 
SOCIETIES AND BRANCHES 


Alabama—Sidney J. Williams, M.D. 
Arizona—H. Gilbert Crecelius, Ph.D. 
Arkansas—E, J. Easley, M.D. 

California, Northern—James C. Malcolm, M.D. 
California, Southern—Everett M. Stone, M.D. 
Colorado—Roy L. Cleere, M.D. 
Connecticut—Harold S. Barrett, M.D. 
Cuba—Guillermo Lage, M.D. 

Florida—A. Y. Covington, M.D. 
Georgia—Dixon R. Olive, Jr., M.S.S.E. 
Hawaii—Richard K. C. Lee, M.D. 
Idaho—Terrell O. Carver, M.D. 
Illinois—Benn J. Leland 

Indiana—Samuel H. Hopper, Ph.D. 
lowa—Edmund G. Zimmerer, M.D. 
Kansas—M. Leon Bauman, M.D. 
Kentucky—Russell E. Teague, M.D. 
Louisiana—Ben Freedman, M.D. 
Maryland—Perry F. Prather, M.D. 
Massachusetts—Margaret Drennan 
Michigan—Isabelle Ryer 
Minnesota—Abraham B. Rosenfield, M.D. 
Mississippi—H. Lowell Butters, M.B. 
Missouri—Henry M. Hardwicke, M.D. 
Montana—Paul R. Ensign, M.D. 
Nebraska—Harle V. Barrett, M.D. 
Nevada—Dan J. Hurley, M.D. 

New Jersey—Frank J. Osborne 

New Mexico—Larry J. Gordon 

New York City—Nathaniel H. Cooper, M.D. 
New York State—Walter C. Levy, M.D. 
North Carolina—Robert F. Young, M.D. 
North Dakota—Margaret L. Watts 
Ohio—Albert L. Fishback 

Oklahoma—John W. Shackelford, M.D. 
Oregon—Clair V. Langton, Dr.P.H. 
Pennsylvania—B. Russell Franklin 

Puerto Rico—Jose A. Hernandez-Matos, M.D. 
South Carolina—G. S. T. Peeples, M.D. 
South Dakota—Cecilia Schuck, Ph.D. 
Tennessee—Lloyd M. Graves, M.D. 
Texas—Joseph N. Murphy, Jr. 
Utah—Kathryn Brandon, M.D. 
Virginia—Thomas D. Lewis 

Washington State—Bernard Bucove, M.D. 
West Virginia—Leon A. Dickerson, M.D. 
Wisconsin—Gregory G. Shields, M.D. 
Wyoming— 
Middle States—Ralph Kuhli 
Southern Branch—Betty Ficquett 
Western Branch—John A. Lichty, M.D. 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Ralph 
Roberts, State Health Dept., Montgomery 
ARIZONA PUBLIC HEALTH ASSOCIATION, 
Massey, State Dept. of Public Health, Phoenix 
ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 
CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 
CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 

Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAIL PUBLIC HEALTH ASSOCIATION, Martin 
Cevitz, 1018 Lunalilo Street, Honolulu 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Bivd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. McLelland, State Board of Health, Indianapolis 

1OWA PUBLIC HEALTH ASSOCIATION, Lloyd Coe, 
lowa Hospital Association, 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Asen., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Miss 
Peggy Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, A. G. 
Owens, P. O. Box 1872, Monroe 


Verona 


MARYLAND PUBLIC HEALTH ASSOCIATION, 
Cc. M.D., 615 North Wolfe St., Balti- 
mere oo, 


MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 
MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, Washtenaw County Health Dept., County Bldg., 

Ann Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. 8S. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1, Hardin 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Jack Carey, Lincoln Dairy Council, 620 Sharp Bldg., 
Lincoln, Neb. 


Annual Meeting No. |: New Jersey 
The New Jersey Public Health Asso- 


ciation held its first Annual Meeting in 
Asbury Park on October 25, 1960. 
Approximately 500 people attended. The 
program consisted of sessions on nutri- 
tion, maternal and child health, com- 
parative medicine, and environmental 
health. 

The New Jersey Nutrition Council 
co-sponsored the session on nutrition. 
Elmer L. Severinghaus, M.D., professor 
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NEVADA PUBLIC HEALTH ASSOCIATION, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Waldo 
McNutt, M.P.H., Delaware River Drive, Frenchtown 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Daniel T. Marley, P. O. Box 8066, Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, a Ann McVey, 4317 Robinson St., Flushing 
5, N. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 
marck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC 
Emma J. Petach. R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 


HEALTH ASSOCIATION, 


Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 401 Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines 19, lowa 

SOUTHERN BRANCH, APHA, M. L. McDonald, Dallas 
Health Museum, Dallas 24, Tex. 

WESTERN BRANCH, APHA. Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


of public health, Columbia University 
School of Public Health and Adminis- 
trative Medicine discussed the nutri- 
tional aspects of fertilizers and the re- 
lationship to public health of pesticides 
and preservatives in current use. Other 
speakers were Olaf Mickelsen, Ph.D.. 
chief, Laboratory of Nutrition and En- 
docrinology, National Institute of Arth- 
ritis and Metabolic Diseases, Bethesda. 
Md.; E. W. McHenry, M.D., University 
of Toronto; Sami Hashim, St. Luke’s 
Hospital, New York City; and Dr. Fliza- 
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beth Munves, professor of nutrition, New 
York University. 

Keen interest was shown in the pro- 
gram on comparative medicine. Oscar 
Sussman, D.V.M., of the New Jersey 
State Department of Health, who devel- 
oped the program, discussed the increas- 
ing value of studying animal reactions 
and diseases with respect to human 
counterpart reactions and diseases. Rich- 
ard E. Shope, D.V.M., Rockefeller Insti- 
tute for Medical Research, spoke on 
“Contributions of Animal Research to 
Medicine.” Comparative cardiology and 
human cardiovascular disease was the 
topic of David K. Detweiler, D.V.M.., 
associate professor, School of Veterinary 
Medicine, University of Pennsylvania. 
S. A. Goldberg, M.D., D.V.M., patholo- 
gist, United Hospitals of Newark, re- 
viewed the history of the Federal Meat 
Inspection Act. Earl C. Chamberlayne, 
D.V.M., veterinarian with the PASB/ 
WHO, Washington, D. C., told of in- 
ternational animal-human disease re- 
search. James H. Steele, D.V.M., chief 
of the Veterinary Public Health Sec- 
tion, Communicable Disease Center, 
looked at the subject in the light of 
present-day public health problems. 

Renee Zindwer, M.D., chief, Bureau 
of Maternal and Child Health, New 
Jersey State Department of Health, mod- 
erated the maternal and child health 
session. Virginia Apgar, M.D., of the 
National Foundation, New York City, 
presented a paper on congenital abnor- 
malities; and Robert H. High, M.D., 
Temple University in Pennsylvania, one 
on primary tuberculosis and its treat- 
ments. 

Four topics were explored at the 
session on environmental health: air 
pollution control, by George Laubach, 
health officer of Elizabeth; weed con- 
trol, by Donald A. Schallock, Rutgers 
University; mosquito control, by Robert 
L. Van Note, superintendent of the 
Morris County Mosquito Commission; 
and the problems of sanitary land fills, 
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by Conrad Ringlieb, operator of such 
a fill at Pine Brook, N. J. Francis B. 
Elder, engineering associate, American 
Public Health Association, presided at 
the session. 

Mr. Elder succeeded John Hanson as 


NJPHA president. Other officers for 


1960-1961 are: 
President-Elect—Edward Gerner, health officer, 
Orange 


First Vice-President—Winona Darrah,  di- 
rector, Monmouth County Organization for 
Social Service 

Second Vice-President—Joseph O. Lampen, 
Ph.D., director, Institute of Microbiology, 
Rutgers University, New Brunswick 

Secretary—Kenneth Carhart, chief, Bureau of 
Examination and Licensing, State Health 
Department 

Treasurer—Charles A. Kientz, health officer, 
North Arlington 


Miss Martha Luginbuhl, formerly of 
the staff of the American Public Health 
Association, was appointed editor of the 


NJPHA Newsletter. 


Tennessee: No One Etiologic Agent 
The Tennessee Public Health Asso- 


ciation and the Conference of Tennessee 
Public Health Workers met December 
7-9, in Nashville. Delegates, 650 strong, 
looked into the Problems of the Aging 
Population, with emphasis placed on 
cardiovascular diseases. 

At the first general session James A. 
Crabtree, M.D., dean, School of Public 
Health, University of Pittsburgh, gave 
a paper on the conference theme. Elliot 
V. Newman, professor of experimental 
medicine, Vanderbilt Medical School, 
spoke on heart disease control from the 
viewpoint of the private physician. Ber- 
wyn F. Mattison, M.D., executive direc- 
tor, American Public Health Association, 
addressed the same topic from the health 
officer’s vantage point. Papers on the 
relationship of nursing and housing to 
an aging population were presented by 
Lola M. Hanson, nursing consultant. 
Public Health Service, Region III, Char- 


lottesville, Va., and Eugene L. Lehr, 
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chief, Accident Prevention Program, 
PHS, Washington, D. C. 

Heart disease control, Dr. Mattison 
said, is “complex because there is no 
one etiologic agent to be attacked and 
eliminated; difficult because every or- 
ganizational unit of a health department 
has something to contribute but in quite 
different and sometimes unrelated ways.” 
High on the list of special competencies 
of health departments in heart disease 
control is measurement of the problem. 
He described many recent advances in 
measuring technics and several other 
factors — e.g., physical, physiological, 
epidemiological, and educational — that 
the health department is equipped to 
bring into play in these control pro- 
grams. Qur resources are great, he 
said. “We hope that as they increase 
some day in the future, public health 
workers can look back and say ‘Why, 
of course, the conquest of heart disease 
was simple. Why didn’t they do it 
earlier?’ ” 

The seven Sections each met twice 
during the conference, some jointly. 
Several built their scientific programs 
around the annual meeting theme. 
William E. Cole, Ph.D., professor of 
sociology, University of Tennessee, Knox- 
ville, spoke to the health officers on 
sociology of aging. The nurses heard 
from Geraldine Piper, chief nutritionist, 
Division of Chronic Diseases, PHS, 
Washington, D. C., about the aged’s 
nutritional problems. 

R. B. Turnbull, M.D., outgoing presi- 
dent, made his official address to TPHA 
at the closing general session. R. H. 
Hutcheson, M.D.. commissioner of pub- 
lic health for Tennessee, awarded cer- 
tificates of 30 years’ meritorious service 
in the fie’4 to 21 persons. Frank L. 
Cheney, sanitation consultant to the state 
health department was inducted as 1960- 
1961 president. Other officers are: 
President-Elect—A. B. Shipley, M.D., director, 

East Tennessee Regional Health Office, 

Knoxville 
Vice-President—R. B. Turnbull, M.D., di- 


rector, West Tennessee Tuberculosis Hos- 
pital, Memphis 

Secretary-Treasurer—C. B. Tucker, M.D., di- 
rector, Division of Preventable Diseases, 
Tennessee Department of Public Health, 
Nashville 

Delegate to APHA Governing Council—L. M. 
Graves, M.D., director, Memphis-Shelby 
County Health Department, Memphis 

Alternate Delegate to APHA—Nobel Guthrie, 
M.D., Dr.P.H., Memphis-Shelby County 
Health Department, Memphis 


Connecticut: Panel on Retardation 


The morning session of the Connecti- 
cut Public Health Association’s 44th 
Annual Meeting (Newington, November 
17, 1960) was given over to discussion 
of polio. Dorothy Horstmann, M.D., 
associate professor of preventive medi- 
cine and pediatrics at Yale, spoke on 
the current status of the live vaccine 
and recommended immunization of new- 
born babies in hospitals in a mass pro- 
gram. Touching briefly on her trip 
through Russia, she said there was no 
truth to the report that some 11 million 
persons had been forced into the Sabin 
vaccine test program there. James C. 
Hart, M.D., M.P.H., director, Prevent- 
able Diseases Division, Connecticut State 
Department of Health, reported on the 
state’s polio program. 

At the luncheon, Martha L. Clifford. 
M.D... M.P.H., director, Community 
Health Division of the State Health 
Department, presented the 1960 C-E.A. 
Winslow Award to Alfred L. Burgdorf. 
M.D., M.P.H., Hartford’s health direc- 
tor. Anthony M. -M. Payne, M.D., new 
chairman, Department of Epidemiology 
and Public Health, Yale School of Medi- 
cine, spoke on the future of the depart- 
ment. 

“Meeting the Needs of the Mentally 
Retarded” was the theme of the after- 
noon session’s panel. This was chaired 
by Bert W. Schmickel, deputy commis- 
sioner, Office of Mental Retardation. 
State Health Department. Panel mem- 
bers and the titles of their papers: 
Charles P. Fonda, Ph.D., director, Psy- 


VOL. 51, NO. 2, A.J.P.H. 


chological Services, Mansfield State 
Training School, “Nature of Mental Re- 
tardation”; John A. McGuire, executive 
director, Connecticut Association for Re- 
tarded Children, “Statewide Needs and 
Resources”; Ruth Woodfall, R.N., New 
Haven Community Program for Re- 
tarded Children, State Health Depart- 
ment. “How the Public Health Nurse 
Can Help”; Mrs. John R. McElraevy, 
former president, Manchester Associa- 
tion for Retarded Children, “A Parent’s 
View of the Problem”; and Stanley 
Meyers, chief, Community Services, Of- 
fice of Mental Retardation, State Health 


Department, “Development of Home 
Strengthening Services.” 
Harold S. Barrett, M.D., M.P.H.., 


deputy state health commissioner, suc- 
ceeded Stanley E. Wedberg, Ph.D.. 
chairman, Department of Bacteriology. 
University of Connecticut, as CPHA 
president. President-elect is Dorothy Y. 
Kirk, R.N., M.P.H., New Haven Health 
Department. Robert W. MacCalmont, 
M.D., M.P.H., Westport’s health direc- 


tor is the new vice-president. 


Florida: Future Labors Challenge 
The Florida Public Health Associa- 


tion convened for its 32nd Annual Meet- 
ing in Miami Beach, October 13-15, 
attracting 727 registrants. Nathan J. 
Schneider, Ph.D., FPHA president and 
director of the state’s Bureau of Labora- 
tories, presided at the first general ses- 
sion. This was the occasion for “A Look 
Toward the Future” with Malcolm H. 
Merrill, M.D., president of APHA, as 
guide and keynoter. Dr. Merrill pre- 
dicted continued success in the fight 
against disease, but warned delegates 
that the problems created by a rapidly 
growing population, air and water pollu- 
tion, atomic energy, mental illness, and 
old age would multiply and continue 
to claim their attention in the future. 


AFFILIATED SOCIETIES AND BRANCHES 


Lucile Petry Leone, R.N., Assistant Sur- 
geon General, PHS, followed Dr. Merrill 
with a paper on the “Role of the Public 
Health Nurse in Home Nursing Care.” 

At another general session Maurice 
Provost, Ph.D., director of Florida’s 
Entomological Research Center, reported 
on state and federally supported projects 
through which better methods of mos- 
quito control are being found. He re- 
minded his listeners that only 1.4 per 
cent of the potential mosquito crop ever 
matures into biting insects; nature helps 
control the rest, using the larvae as food 
for other creatures, including tarpon. 
The epidemiological approach to mental 
illness and general problems in environ- 
mental pollution were discussed at other 


sessions. 


FPHA officers for 1960-1961 are: 


President—H. Duke Peters, director, Division 
of Sanitation, Jacksonville Health Depart- 
ment 

First Vice-President—G. Floyd Baker, health 
educator, Division of Health Information, 
State Board of Health, Jacksonville 

Second Vice-President—Mertie LeClaire, R.N., 
supervising nurse, Clay County Health Unit, 
Green Cove Springs 

Secretary—Everett H. Williams, Jr. (re- 
elected), director, Bureau of Vital Statistics, 
State Board of Health, Jacksonville 

Treasurer—Betty Gardiner, director, Public 
Health Education, Pinellas County Health 
Department, St. Petersburg 


Section chairmen elected were: Health 
Education, Thomas Hunter; Public 
Health Nursing, Claire Redfield; Mental 
Health, Thomas Rich; Laboratory, Rob- 
ert A. Graves; Clerical, Administrative 
and Fiscal, Miles Dean; Health Officer. 
J. B. Hall, M.D.; Sanitation, Lee Reed; 
Sanitary Engineering, Robert L. Quick. 
A new section on Medical Care was 
approved. 

FPHA Meritorious Service Awards 
were given to Wilson T. Sowder, M.D.. 
state health officer, and Francis P. 
Meyer, D.D.S., a member of the State 
Board of Health. 
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The following pages present information for those seekin, public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 


additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Medical Health Officer—with M.P.H.; 
for Pima County, Ariz. Established health 
department with the city of Tucson, popula- 
tion about 210,000, as headquarters. Salary 
$1,071-$1,300 commensurate with experience. 
Write Hugh H. Smith, M.D., 3134 Via Palos 


Verdes, Tucson, Ariz. 


Chief Assistant Public Health Officer— 
Assists in the administration of a modern 
health program and facility serving a com- 
munity of approximately 300,000 in Kern 
County, Calif. Requires California M.D. 
license or eligibility, M.P.H., and total of five 
years’ experience in medicine with three years 
of recent experience in public health. Desir- 
able professional climate with excellent em- 
ployee benefits. Salary $12,528-$15,228 per 
annum. Starting level commensurate with 
qualifications. Contact Kern County Personnel 
Department, Civic Center, Truxtun at Chester, 
Bakersfield, Calif. 


Institution Medical Services Director— 
Position with the Hawaii Department of 
Health. Responsible for the medical, dental, 
laboratory, and nursing care services in an 
institution for the mentally retarded. Requires 
eligibility for certification by the American 
Board of Pediatrics, Internal Medicine, or 
Psychiatry and Neurology, and eligibility for 
a medical license in Hawaii. Salary $10,032- 
$12,804 per annum. Write to Recruiting and 
Examining Division, Department of Personnel 
Services, 825 Mililani St., Honolulu . 13, 
Hawaii. 


Crippled Children’s Physician—Position 
with Hawaii Department of Health. To ad- 
minister program for the prevention of chil- 
dren’s disease and deformity and to direct 
medical care program for crippled children. 
Requires one year of experience in a public 
health agency or one year of public health 
graduate study, and eligibility for certification 
by the American Board of Pediatrics, Ortho- 
pedics, Neurology, or Plastic Surgery, and 
license to practice medicine in Hawaii. Salary 
$11,064-$14,112 per annum. Write to Recruit- 
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ing and Examining Division, Department of 
Personnel Services, 825 Mililani St., Honolulu 
13, Hawaii. 


Public Health Director—for Public 
Health Department in Portland, Maine, com- 
munity of 80,000 and center of metropolitan 
area of about 150,000. Department staff of 
37 engaged in progressive public health pro- 
gram, including active housing inspection and 
enforcement of minimum housing standards 
environmental sanitation. Council- 
manager form of government since 1923. 
Health department enjoys excellent relation- 
ships with private and voluntary agencies, and 
a real civic interest in public health matters 
exists. Health department budget for 1960 
totaled $160,000. Portland offers an un- 
paralleled opportunity for constructive pro- 
fessional work and for pleasant living. Degree 
in medicine required. Degree public 
health or willingness to obtain graduate train- 
ing in the field is desired. Salary open. Write 
Julian H. Orr, City Manager, City Hall, Port- 
land, Maine. 


Public Health Dentist—Outstanding op- 
portunity to become associated with one of 
the nation’s leading public health dental pro- 
grams. The Philadelphia Department of 
Public Health is now accepting applications 
for the position of Public Health Dentist I to 
serve as chief, Research and Resources Sec- 
tion, Division of Dental Health. Opportunity 
for clinical and field investigations are de- 
pendent primarily on the abilities and interest 
of the individual. Duties include assisting the 
director of the Division of Dental Health in 
the development, planning, and administration 
of a city-wide dental health program emphasiz- 
ing the care and treatment of children’s teeth. 
Salary $10,158-$11,126. Requirements: gradua- 
tion from an accredited school of dentistry, 
including or supplemented by completion of 
courses in pedodontia; completion of graduate 
work in an approved school of public health 
to the level of a master’s degree in public 
health: two years of professional experience 
in dentistry, one year of which shall have 
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included experience in a supervised public 
health dental program. Additional informa- 
tion and an application form may be obtained 
by contacting David A, Soricelli, D.D.S., Di- 
rector, Division of Dental Health, Philadelphia 
Department of Public Health, 500 South 
Broad St., Philadelphia 46, Pa. 


Physician—Wanted immediately to serve 
as director of a well established tricounty 
health department located at the eastern tip 
of the upper Peninsula of Michigan. Excellent 
personnel policy. Eligibility for Michigan 
licensure. Write Jerald A. Peters, Chippewa- 
Luce-Mackinac Health Unit, Sault Ste. Marie, 
Mich. 


Health Commissioner—County unit, serv- 
ing 100,000, Hudson River Valley, with head- 
quarters at Kingston, N. Y. This is an estab- 
lished unit with a well trained staff of 50. 
Experience and training for health officer re- 
quired. Salary $14,000, plus necessary travel. 
For details write to Mr. Harry Kaplan, 
President, Ulster County Board of Health, 15 
Main St., Kingston, N. Y 


Pediatrician—for State Health Depart- 
ment. To act as pediatric consultant within 
the agency and work with professional and 
lay groups in the field. Included in work: 
hospital standards, school health problems, 
statistical studies, future program planning. 
Starting salary $12,240. Ohio medical license, 
one-year internship, at least two years’ 
graduate training required; preferably Board 
of Pediatrics or eligible. Civil service posi- 
tion, vacation, sick leave, annual salary in- 
crements, and retirement plan. Staff appoint- 
ment to state university if eligible. Address 
inquiries to Division of Child Hygiene, Ohio 
Department of Health, Columbus 15, Ohio. 


District Health Officer—Public 
administrator of a district area; district epi- 
demiologist. Plan, organize, supervise work 
of professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hygien- 
ists, health educators. and social workers. Re- 
quires M.D. and M.P.H. degrees and license 
to practice medicine in Wisconsin. Salary 
$15,072-$16.872 per year with two years of 
approved residency in preventive medicine 
beyond M.P.H. degree. Civil service, vacation, 
sick leave, Social Security, retirement, group 
health and life insurance benefits, travel al- 
lowance. For applications and further in- 
formation write R. J. Siesen, Personnel Officer, 
State Board of Health, State Office Bldg., 
Madison 2, Wis. 


District Health Officer—Public health 
administrator of a district area; district epi- 
demiologist. Plan, organize, supervise work 
of professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hygien- 
ists, health educators, and social workers. Re- 
quires M.D. and M.P.H. degrees and license 
to practice medicine in Wisconsin. Salary 
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$12,072-$15,072 per year with no residency 
training beyond M.P.H. degree. Civil service, 
vacation, sick leave, Social Security, retire- 
ment, group health and life insurance benefits, 
travel allowance. For no lications and further 
information write j. s Siesen, Personnel 
Officer, State ally of Health, State Office 
Bldg., Madison 2, Wis. 


Health Officer—for newly created Wau- 
kesha County Health Department, with Pir. 
lation of 158,000. Require M.D., M.P. 
Wisconsin license. Starting salary $15,000; 
generous fringe benefits. County seat within 
20 miles of Milwaukee. For application and 
information write Thomas Schwaab, Secre- 
tary, County Health Committee, Court House, 
Waukesha, Wis. 


‘Public health positions in Milwaukee, Wis. 

Superintendent of Bureau of Prevent- 
able Diseases and Medical Services— 
$13,800-$16,560. To direct a bureau having 
diversified services and a 1961 budget ap- 
propriation of $846,914. Position involves 
administration, epidemiology, and research in 
preventable diseases, including some chronic 
diseases. Requirements: M.D. degree and 
certification, or eligibility for certification, by 
appropriate board in preventive medicine and 
public health or internal medicine; two years’ 
full-time experience in public health practice, 
occupational health or equivalent; experience 
in methodology of research; training in epi- 
demiology or willingness to obtain such train- 
ing while in the employ of the Milwaukee 
Health Department; United States citizenship; 
eligibility for Wisconsin medical license, Em- 
ployment is possible while awaiting licensure. 

Supervisor of Mental Hygiene—$12,600- 
$15,120. To serve as consultant in child 
psychiatry to physicians and public health 
nurses employed by the Milwaukee Health 
Department and guidance personnel employed 
by the city of Milwaukee public schools. 
Clinical examination and diagnosis of limited 
number of adults referred by the Medical 
Clinic of the Health Department and children 
used for case study method of teaching pub- 
lic health physicians and nurses. Require- 
ments: M.D. degree and _ certification, or 
eligibility for certification, by American 
Board of Psychiatry; special interest and 
training in child psychiatry; United States 
citizenship; eligibility for Wisconsin medical 
license. Employment possible while awaiting 
licensure. 

Superintendent of Public Health Lab- 
oratories—$11,460-$13.800. To plan and 
direct the activities of the Bureau of Labora- 
tories having bacteriological, virological, and 
chemical divisions, in which a total staff of 
21 persons are employed. Requirements: 
M.D. or Ph.D. degree with special training 
and experience in bacteriology, virology, and 
chemistry; at least three years’ responsible 
employment in a large hospital or public 
health laboratory conducting a wide variety 


of bacteriological, serological, tissue culture, 
and chemical examinations. 

Public Health Engineer II or Public 
Health Biologist—$7,920-$9,480. To serve as 
consultant to sanitarians and to plan and con- 
duct special investigations of technical prob- 
lems. Requirements: master’s degree in en- 
gineering and two years’ experience as public 
health engineer: or Ph.D. degree in biological 
sciences with at least two years’ employment 
devoted principally to investigative work. 

Nutritionist—$5,808-$6,912. To plan and 
direct the Health Department's nutrition pro- 
gram, including inservice training of public 
health physicians and nurses, training of nurs- 
ing home personnel, and cooperating with 
home economists employed in the local school 
system. Requirements: college graduation 
with major courses in nutrition and one year 
of graduate study leading to a_ master’s 
degree in public health nutrition. 

All positions are under civil service. All 
positions provide for paid vacation, paid sick 
leave, liberal pension plan (incorporated to 
first $4,800 with federal Social Security sys- 
tem), medical and hospital insurance, and 
group life insurance. Write to E. R. Krum- 
biegel, M.D., Commissioner of Health, Mil- 
waukee Health Department, 841 North 
Broadway, Milwaukee 2, Wis. 


Public Health Nurses—Salary range $395- 
$481 (five-step range). College degree in 
public health nursing. Experience in public 
health not necessarily required. PHN certifi- 
cation required to meet State Health Depart- 
ment nursing requirements. Three weeks’ 
vacation per year. Retirement and Social 
Security benefits. Work 3714 hours per week. 
Thirty-five miles north of San Francisco. Gen- 
eralized program. Contact Henry G. Mello, 
M.D., Solano County Health Officer, 228 
Broadway, Vallejo, Calif. 


Public Health Nursing Director—County 
Health Department. Bachelor’s degree and 
five years’ responsible experience. Also, 
Public Health Nurse Supervisor—Three 
years’ experience. Salaries open. Write Di- 
rector, Ingham County Health Department, 
221% West Washtenaw St., Lansing, Mich. 


Community Mental Health Consultant 
—for New Mexico state-level mental health 
nurse consultant position in Santa Fe. 
Graduate degree and experience required. 
Entering salary $605. Excellent climate, rec- 
reation, cultural events. Write Merit System 
Director, Box 1058, Santa Fe, N. M. 


Public Health Nurse Superintendent— 
Responsible for the planning and execution of 
policies and procedures of a comprehensive 
public health nursing program. Must possess 
a degree in nursing from an accredited col- 
lege, and a master’s degree in public health. 
Annual salary $7,056. Attractive fringe bene- 
fits. Apply Room 203, City Hall Annex, 
Norfolk, Va. 


BACTERIOLOGIST 


Opening in chemotherapeutic research 
in expanding midwestern pharma- 


ceutical firm. 


The opening is in bacteriological re- 
search. Experience in an industrial 


laboratory desirable but not required. 


Please send résumé and salary require- 


ment to: 


Box L-78 
Employment Service, 
American Public Health Association 


1790 Broadway, New York, N. Y. 


Public Health Nurse III (District Ad- 
visory Nurse)—Give guidance and counsel- 
ing to all public health nurses in a multiple- 
county area regarding community organization 
and relationships, program planning, public 
health nursing technics, records, and report- 
ing. Responsible for inservice education pro- 
gram for local public health nurses and 
evaluation of nursing services. Salary range 
$5,700-$6,780, plus travel allowance. — B.S. 
degree with major in public health nursing 
and three years’ generalized experience as a 
public health nurse. Special requirement: 
registration or eligibility therefor as a_ reg- 
istered nurse in Wisconsin; certification or 
eligibility for certification as a public health 
nurse in Wisconsin. Write Miss Ione M. 
Rowley, Director, Public Health Nursing, 119 
Monona Ave., Madison 3, Wis. 


Executive Director—New Mexico Tuber- 
culosis Association. Direct state program, 
field service, and Christmas Seal Campaign; 
supervise small staff; promote effective rela- 
tionships with other health and_ welfare 
agencies. Advanced degree desirable; mini- 
mum of three years’ experience in TB or 
related fields: considerable state-wide travel. 
About $7,500: liberal personnel _ policies. 
Address Dr. Louis Levin, 4236 Coe Dr., N.E., 
Albuquerque, N. M. 
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Public Health Nurses—for Charleston 
County Health Department. Combined public 
health nursing program with opportunities for 
professional and cultural advantages in a 
cosmopolitan area. Personnel policies are 
good. For further information write to Di- 
rector, Division of Public Health Nursing, 
Charleston County Health Department, 
Charleston, S. C. 


Public Health Educator Ill (Chronic 
Disease )—Initiate and develop community 
interest and cooperation in the organization of 
state-sponsored local programs for rehabilita- 
tion of the aged. Assist in development of 
rehabilitation training institutes on state and 
local levels. Prepare audiovisual materials 
relating to aging and rehabilitation. Will be 
responsible for development of reference and 
information library. Desirable qualifications: 
M.P.H. or master’s degree in education or 
related field, plus two years’ experience, pref- 
erably related to position. Salary starts at 
$6,060; maximum $7,200. Travel allowance, 
vacation, sick leave, retirement, group insur- 
ance plans. Write R. J. Siesen, Personnel 


Officer, State Board of Health, Madison 
2, Wis. 
Medical Analysts—Minimum  qualifica- 


tions: master’s degree in biostatistics, public 
health, or biology, and at least two years’ re- 
sponsible experience in the investigation of 
problems in public health, medical sciences, 
or biologic sciences, or in the teaching of 
biostatistics. Salary $7,420-$9,276. State merit 
system positions with Social Security, plus 
State Employees’ Retirement System benefits, 
sick leave, and annual leave. For informa- 
tion or applications write Arthur S. Kraus, 
Se.D., Chief, Division of Statistical Research 
and Records, State Department of Health, 301 
W. Preston St., Baltimore 1, Md. 


Sanitary Engineer—for large health de- 
partment in rapidly growing county of 370,000 
adjacent to Washington, D. C. Modern, spa- 
cious, air-conditioned building. Minimum 
requirements: bachelor's degree plus four 
years’ experience. Salary $8,000-$9,762. Five- 
day work week, liberal sick leave, vacation, 
and retirement benefits. Murray Grant, M.D., 
Prince George’s County Health Department, 
Cheverly, Md. 


Accident Prevention Specialist—Insur- 
ance company has opening for man to carry 
on accident prevention program primarily with 
hospitals and related facilities in the Chicago 
area. Engineering degree and public health 
engineering or related experience in hospital 
field essential. Master's degree in public 
health desirable but not mandatory. Prefer 
age 30-45 years. Liberal insurance program, 
retirement plan, bonus and profit-sharing plan, 
sick leave, and vacation. Salary open. Write 
to R. T. Lynch, 678 Northwestern Bank Bldg., 
Minneapolis 2, Minn. 
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Chief Industrial Hygiene Engineer— 
Minimum of five years’ experience in public 
health engineering. Master's degree with 
major course work in industrial hygiene or 
sanitary engineering. Present salary range 
$625-$775; civil service proposed salary to 
become effective July 1, 1961, $715-$880. 
Social Security and state retirement coverage. 
Write to Mr. A. T. Johnson, Personnel Di- 
rector, Oregon State Board of Health, P. O. 
Box 231, Portland, Ore. 


Follow-up Program Coordinator—to de- 
velop program for maintaining effective con- 
tact with families of children being studied in 
large-scale, long-range child development re- 
search program. Supervises staff of workers, 
orivinates and implements new technics and 
procedures, develops liaison with community 
resources. Challenging opportunity requiring 
administrative ability, supervisory skill, and 
initiative. Master's degree plus appropriate 
experience. Start between $7,000 and $8,000. 
Apply: Rudolf Engel, M.D., Project Director, 
Child Development Project, University of 
Oregon Medical School, Portland 1, Ore. 


Sanitary Engineer and Three Sani- 
tarians—for newly organized Waukesha 
County Health Department. Population 158,- 
000. Require M.P.H. for engineer. Salaries: 
engineer $7,980; sanitarians $5,700. Generous 
fringe benefits. Good location, within 20 miles 
of Milwaukee. For application and informa- 
tion write Thomas Schwaab, Secretary, County 
Health Committee, Court House, Waukesha, 
Wis. 


Sanitarian—for hospital. Opportunity in 
new field of hospital sanitation. To set up 
procedures and develop training programs for 
Department of Sanitation personnel, Famil- 
iarity with broad field of environmental sani- 
tation preferred. Contact Employment Office, 
Hackensack Hospital, Hackensack, N. J 


Dietary Consultant—State-wice program 
in connection with nursing homes. Merit 
system status, liberal vacation, sick leave, and 
group insurance. Excellent working condi- 
tions. Salary $4,920-$6,144. Write Director 
of Personnel, Virginia State Health Depart- 
ment, Richmond, Va. 


Bacteriologist TV—Entrance level _posi- 
tions available for bacteriologist in the Mary- 
land State Health Department. Applicants 
must be college graduates with courses in 


general and _ pathogenic bacteriology and 
inorganic chemistry. Salary $4,040-$5,052. 


Benefits of state employment include automatic 
salary increases, paid vacation, Social Security, 
sick leave, retirement, and opportunity for ad- 
vancement. For applications and detailed in- 


formation contact the Commissioner of 
Personnel, 301 West Preston St., Baltimore 
1, Md. 
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Bacteriologist—for State Health Labora- 
tory, Helena. B.S. degree with 20 semester 
hours of bacteriology required. Salary $380- 
$480. Above minimum appointment can be 
made for previous experience. Contact Ad- 
ministrative Officer, State Board of Health, 
Helena, Mont. 


Dental Hygienist Trainee—lInservice 
training program available for a qualified 
dental hygienist with a bachelor’s degree. 
After supervised field experience the trainee 
will be considered for educational leave and 
scholarship to complete graduate training. 
Salary starts at $5,100-$5,700 per year depend- 
ing upon experience. Civil service, vacation, 


sick leave, Social Security, and retirement 
benefits. Write R. J. Siesen, Personnel 
Officer, State Board of Health, 400 State 


Office Bldg., Madison 2, Wis. 


Physical Therapist Consultant—State- 
wide program in connection with nursing 
homes. Merit system status, liberal vacation, 
sick leave, and group insurance. Excellent 
working conditions. Salary $4,920-$6,144. 


Write Director of Personnel, Virginia Health 
Department, Richmond, Va. 


Chief Technologist—Registered ASCP 
medical technologist with B.S. or M.S. de- 
gree and experience or ability to teach stu- 
dents as well as supervise the clinical labora- 
tory department. One hundred and ninety- 
bed hospital with new, modern, well equipped 
laboratory facilities. Community of 40,000 on 
St. Clair River and Lake Huron, 58 miles 
north of Detroit. Forty-hour week, paid vaca- 
tion, sick leave, and holidays. Salary open. 
Apply to Administrator, Port Huron Hospital, 
Port Huron, Mich. 


Public Health Educator—to direct a 
newly established alcoholism program, includ- 
ing (1) information and referral service, (2) 
professional education, (3) community edu- 
cation, (4) school health education, (5) com- 
munity and industrial program development. 
Beginning salary $6,000-$7,000, depending on 
qualifications. Write Orville Sauder, Peoria 
Council on Alcoholism, 4614 North Prospect, 
Peoria Heights, 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Public Health Sanitarian—Age 30, 
married. M.S., University of Baroda, India; 
A.B., zoology, University of Pennsylvania; 
B.S., sanitary science, University of California; 
R.S., California, 1958; M.R.S.H., England. Ex- 
perience of six months in research in San 
Francisco, and 18 months with the Ministry 
of Health, England. Desire position as sani- 


tarian in the United States. Box S-38, 
Employment Service, APHA. 
Biostatistician—Age 27, male. M.S.; 


three years’ experience in data analysis. De- 
sire position in sociohealth research on a 
creative level. Box ST-24, Employment 
Service, APHA. 


Commercial Advertisements 


All communications on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, Ill. 


OPPORTUNITIES AVAILABLE 


(a) Industrial physician, experienced in- 
ternal medicine, join well renowned California 
organization near Los Angeles; $15,000. (b) 
Director of health services, physician, preven- 
tive medicine; provide consultation, assistance 
to district staff and community; develop local 
health departments; $16,000-$18,000, travel 
expenses; college town; Middle West. (c) 
Medical director, occupational health program, 
leading industry; international operations, 
Europe, Canada, Australia; top salary for 


SITUATIONS 


(1) M.D., Ph.D., public health, experience 
chief, preventive medicine; chief community 
medicine, local and regional health officer, 20 
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well qualified physician. (d) Nurse admin- 
istrator with doctorate degree; build up re- 
search training program for School of Public 
Health; foreign experience desirable; excellent 
opportunity, East. (e) Public health nurse 
consultant for local health, private, and pub- 
lic agencies; initiate surveys; research; West 


Coast: $6,000-$7,000. (f) Public health, 
supervisory nurses, work with natives in 
isolated areas outside continental United 


States; $6,600-$7,800. 


WANTED 

years’ experience, (2) Health educator, ex- 
perienced executive director, community wel- 
fare organization; M.P.H., 42 years of age. 


VOL. 51, NO. 2, A.J.P.H. 


BOOK REVIEWS 


All reviews are prepared on invitation. 


PSYCHOLOGY: A STUDY OF A SCIENCE. 
VOLUME 3—Edited by Sigmund Koch. New 
York, N. Y.: McGraw-Hill (330 W. 42nd St.), 
1959. 837 pp. Price, $12.50. 


This book consists of 11 theoretical 
statements, each dealing with the indi- 
vidual and the social context in which 
he functions. It is the third of a series 
of volumes being published under (re 
collective title, “Psychology: A Study 
of a Science.” The over-all undertaking 
is a comprehensive examination of the 
current status and future directions of 
the science of psychology. Eighty scien- 
tists are contributing; their work will 
be published in seven volumes. The 
present volume can be read independ- 
ently of the series, since it covers all the 
conceptual and systematic formulations 
which fall in the general area of per- 
sonality theory and social psychology. 

The fact that an advisory committee 
representing the American Psychologi- 
cal Association chose as contributors a 
group of men it regarded as exception- 
ally well qualified for the task makes this 
book required reading for psychologists. 
However, the variety of the contribu- 
tions is such that it will provide some- 
thing of interest to persons in other 
fields. For the clinically oriented, for 
example, there are important papers by 
David Rapaport and Carl Rogers. The 
former offers an attempted systematiza- 
tion of psychoanalysis as a form of psy- 
chological theory. The latter presents 
for the first time the theory of person- 
ality underlying client-centered therapy. 

Of the 11 papers, five deal primarily 
with personality, while six treat aspects 
of social psychology. In addition to 
those by Rapaport and Rogers, papers in 
the first group are by Henry Murray, 
Raymond Cattell and Franz Kallman. 
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Authors in the latter group are Solomon 
Asch, Theodore Newcomb, Daniel Katz 
and Ezra Stotland, Paul Lazarsfeld, 
Herbert Thelen and Talcott Parsons. 
The paper of most direct interest to 
the field of public health is that by 
Franz Kallman, titled “Psychogenetic 
Studies of Twins.” Summarizing the 
studies based on one-egg and two-egg 
twins, he reaches two provocative con- 
clusions: (1) Consistent similarity in 
basic personality traits is found only in 
one-egg twins and in them is not erased 
even by different environments. (2) 
When psychopathology is observed in 
one twin, it is also found with high fre- 
quency in the second twin of one-egg 
pairs but with much lower frequency in 
the second twin of two-egg pairs. This 
holds for male homosexuality, mongo- 
lism, convulsive disease, schizophrenia, 
manic-depressive psychosis, involutional 
psychosis, and psychoneurotic reaction 
potentials. Sruart W. Coox 


HENRY E. SIGERIST ON THE SOCIOLOGY 
OF MEDICINE—Edited by Milton |. 
Roemer, with a foreword by James M. Mack- 
intosh. New York, N. Y.: MD Publications, 
Inc. (30 East 60th St.), 1960. 397 pp. Price, 
$6.75. 


This collection of 31 papers and 
essays is representative of the contribu- 
tion made to the recognition and better 
understanding of the social function of 
medicine by one of the greatest his- 
torians and philosophers of medicine. 
Professor Sigerist, a European by birth 
and upbringing, an American by adop- 
tion while he was Director of the In- 
stitute of the History of Medicine at 
Johns Hopkins for over twenty years, 
was a world citizen in outlook. Physi- 
cian and _ philologist, historian and 
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humanist, he was a scholar who be- 
lieved in putting his insight and wis- 
dom to effective use in programs of 
action. His writings are models of lucid 
discussion of the forces in medicine and 
society which shaped the present and 
which presage the future. The editor’s 
objective was to make available in one 
volume the principal Sigerist papers in 
medical sociology not to be found else- 
where in book form. 

As the editor points out, Sigerist’s 
approach to medical sociology was con- 
cerned with aspects quite different from 
those which engage the attention of 
most American sociologists now working 
in medical settings. His interests in this 
field were focused on the social tasks of 
medicine, the current patterns and 
problems of medical care throughout 
the world. While he drew attention to 
contemporary issues and methods of 
health service organization, his interests 
were not exclusively organizational. For 
example, this collection contains such 
papers as “The Special Position of the 
Sick” and “Problems of Historical- 
Geographical Pathology.” Other papers, 
such as “The Physician and his Environ- 
ment” and “Medical Societies, Past and 
Present,” provide insight into present 
problems of role and function facing 
professional persons in relation to pub- 
lic policy. 

Sigerist had a passionate belief in 
the desirability and feasibility of de- 
veloping a social framework whereby 
high-quality medical care would be 
available to all the people. In the best 
public health tradition he added, 
“Medicine must of necessity become pre- 
ventive medicine. There is no point in 
letting people break down and suffer 
from preventable diseases. There are 
enough sources of suffering in the world 
that may not be prevented so easily.” 

These concepts are cogently pre- 
sented in this book. Among the papers 
grouped under the title “General Essays” 
are “The Place of the Physician in 
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Modern Society” and “An Introduction 
to the Economics of Medicine.” In the 
section entitled “Europe” are such 
papers as “From Bismarck to Beveridge: 
Developments and Trends in Social 
Security Legislation” and “Twenty-five 
Years of Health Work in the Soviet 
Union.” The breadth of Sigerist’s 
knowledge and interests is shown by the 
essays in the section “America,” which 
range from “The Cost of Illness to the 
City of New Orleans in 1850” to “Group 
Health Plans in the United States.” 
Essays in other sections are equally 
provocative and insightful whether “Re- 
port on India” or “Nationalism and 
Internationalism in Medicine.” 

In evaluating this book, I cannot 
claim the objectivity of the uncom- 
mitted, dispassionate reviewer who is 
reading its contents for the first time. 
In addition to reading and rereading 
Sigerist since medical student days, I 
have had the great good fortune to have 
known him personally. A warm, vibrant 
personality, Sigerist was also a great 
teacher. The essays in this book reflect 
this. Here is a philosophic guidebook 
for all those who are interested in the 
purpose and problems of medicine and 
public health in modern society. 

Ceci G. SHEPS 


NUTRITIONAL EVALUATION OF FOOD 
PROCESSING—By Robert S. Harris and 
Harry von Loesecke. New York, N. Y.: John 
Wiley & Sons (440 Park Ave. So.), 1960. 
612 pp. Price, $12.00. 


Dr. Charles Glen King recently stated, 
“No nation in history has had a food 
supply that would compare with our 
present supply in terms of nutritive 
value, safety, convenience, stability, 
variety, attractiveness and availability.” 

In 541 pages of text and with the aid 
of 31 other authors, Doctors Harris and 
von Loesecke have succeeded in sum- 
marizing the vast amount of technical 
information upon which this wonderful 
food supply rests. The device of using 


VOL. 51, NO. 2, A.J.P.H. 


each specialist in his field and care- 
fully correlating their contributions has 
resulted in a most valuable book for 
those active in the nutritional phases 
of public health. 

The book covers food, from its origin, 
harvesting and handling, through every 
stage in processing, preserving, and 
packaging for the consumer’s table. The 
retention of nutrients throughout the 
varied processes, the devices used for 
increasing nutrient value, and even the 
utilization of the nutrients by human 
beings are fully treated. 

No book covering so wide a field can 
hope to keep up with the rapidly chang- 
ing field of packaging, but this does not 
detract from the valuable assistance it 
will render. Over 2,400 authors and 
many times this number of references 
are cited. This is a book that no one 
in the nutritional field will wish to be 
long without. Frep C. BaseLt 


FAMILY PLANNING, STERILITY AND 
POPULATION GROWTH — By Ronald 
Freedman, Pascal K. Whelpton and Arthur 
A. Campbell. New York, N. Y.: McGraw- 
Hill (330 W. 42nd St.), 1959. 515 pp. 
Price, $9.50. 


Based upon analysis of data obtained 
through modern sampling and_inter- 
viewing technics, the authors attempt to 
interpret the recent upsurge in the U, S. 
birth rate and to chart its future course. 
The recent recognition by the APHA of 
public health responsibility in relation 
to population growth (A.J.P.H., 49:1703- 
1704, Dee., 1959) should increase the 
readership for this methodologically im- 
portant and strategically useful study. 

Unfortunately, the report itself seems 
difficult to read. This is due in part to 
use of the special jargon of the 
demographer-statistician. It is due also 
to the frequent interpolation of interpre- 
tations of results qualified or hedged in 
such a way as to require the reader to 
reread everything and then ask himself, 
“Now, what does this mean?” 
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Nevertheless, the report reveals much 
of public health significance and as a 
whole offers a major contribution to 
scientific knowledge in this field. “A 
scientific probability sample of the ap- 
proximately 17 million wives” in the 
United States between the ages of 18 
and 39 who were white and living with 
their husbands was interviewed—a total 
of 2,713 women. The interviews them- 
selves demonstrate something of im- 
mediate interest to public health practice 
(although probably of common knowl- 
edge to public health nurses). 

The study substantiates the concept 
that voluntary use of methods to regu- 
late conception is undoubtedly the main 
factor accounting for changes in family 
size. However, the significant minority 
of couples who have more children than 
they want number in the millions. It is 
predicted that these groups will evidence 
an increasing demand for advice and 
counseling. Another fact of special im- 
portance to public health is the extent 
of impairments in the ability to bear 
children. A shockingly large number 
are related to surgery in the genital 
tract—one out of every ten white 
couples in the childbearing age groups 
is estimated to have had such surgery. 
In general, childlessness today is not by 
choice but rather due to impairment in 
the ability to have children. However, 
the authors claim support for the 
hypothesis that such impairments are 
not the cause of the major differences in 
the number of children actually born 
to couples in different social and eco- 
nomic groups. 

Attention is given to the problem of 
identifiable fetal wastage—some “640,- 
000 recognized fetal deaths a year”— 
and its relationship to the ability to bear 
living children. The opportunity to ex- 
plore its relationship to the birth of im- 
paired children was apparently missed. 

Most of the text is concerned with a 
very detailed analysis of the interrela- 
tionships between family planning, 
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methods of family limitation attempted, 
family size, and a series of logical social 
and economic correlates. Expectations 
about family size are shown to play an 
important role in the determination of 
family size and, therefore, in the predic- 
tion of future population growth. With 
peace and economic stability, present 
family growth plans are likely to be con- 
tinued, with a resulting rapid growth in 
the American population, despite the 
emphasis on moderate rather than 
large-sized families. 

The importance of continued and ex- 
panded family planning services as part 
of the broadly defined public health 
services needed in our communities 
tends to be understated in this very de- 
tailed study, although figures on the fail- 
ures in family planning are given. 

The sociological approach to analysis 
of the effectiveness of different methods 
of family limitation leads to most 
interesting conclusions. Despite the po- 
tentially great differences in effective- 
ness, the authors claim that actual dif- 
ferences are small. Those interested in 
the role of community health agencies 
in family planning may find this discus- 
sion (Chapter 6) worth struggling 
through. Again it points to education 
and motivation as fundamental to suc- 
cess in family planning. 

Jonas N. MULLER 


MEDICAL CARE OF THE ADOLESCENT— 
By J. Roswell Gallagher, M.D., and the Staff 
Physicians of the Adolescent Unit. New 
York, N. Y.: Appleton-Century-Crofts (35 
West 32nd St.), 1960. 369 pp. Price, 
$10.00. 


This is a well written and very timely 
book, bringing together in well or- 
ganized and readable form present 
knowledge on the emotional and physi- 
cal health problems of the adolescent. 

Boys and girls between the ages of 
12 and 21 are considered as adolescents, 
and the authors state in the introduction 


to the book, “It is directed to all who 


care for their health: general practi- 
tioners, pediatricians, internists, various 
other specialists, college and school phy- 
sicians, public health workers, nurses 
and medical students.” 

The first two chapters discuss in a 
general way how adolescents differ from 
children and adults and what their char- 
acteristics and needs are, emphasizing 
that many of the problems facing adoles- 
cents arise out of the facts of their 
normal growth and development. 

An_ excellent chapter follows on 
normal growth and development in re- 
lation to chronological age. The re- 
mainder of the book discusses specific 
medical problems commonly seen in this 
age group, including acne, athletic in- 
juries, orthopedic defects and epilepsy. 
One unique and quite valuable contri- 
bution which the authors have made is 
that in discussing each one of the com- 
mon physical disorders seen in adoles- 
cents they include the psychological and 
emotional problems frequently associated 
with that type of physical disorder. 
Throughout the book the authors em- 
phasize that adolescents are different 
from other age groups. “It is impera- 
tive,” they say, “that we learn to under- 
stand them and to treat them and their 
ailments in the light of their characteris- 
tics.” 

This is a book which should be valu- 
able to all those working in the field 
of school or college health as well as to 
pediatricians and other practitioners of 
medicine. Ruta E. Boynton 


THE COMMON SENSE BOOK OF DRINK- 
ING—By Leon D. Adams. New York, N. Y.: 
David McKay (119 W. 40th St.), 1960. Price, 
$3.95. 

This is a book which has long been 
needed. It is exactly what the title sug- 
gests, namely, a common-sense book of 
drinking. We know that at least two- 
thirds of the adult population in the 
United States drink. “The Common 
Sense Book of Drinking” is mainly di- 
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rected at the vast majority of those who 
use alcoholic beverages without creat- 
ing problems for themselves or others 
and who have been ignored by scientific 
writers because the major emphasis 
today is on problem drinkers. The book 
discusses alcoholic beverages and their 
use, is full of interesting and informa- 
tive material, and explodes many of the 
myths and fables about the use and 
effects of alcoholic beverages. 

This is recommended reading for all 
public health workers, for all who drink, 
and for all who are debating whether 
or not they should drink. 

Joun R. 


SCIENTIFIC PAPERS AND DISCUSSIONS: 
Divisional Meeting, Midwest Area Dis- 
trict Branches, American Psychiatric 
Association, Detroit, Mich., Oct. 29-31, 
1959—Edited by Jacques S. Gottlieb and 
Garfield Tourney. Washington, D. C.: 
American Psychiatric Association (1700 18th 
St. NW), 1960. 328 pp. Price, $3.00. 


The diversity of topics discussed in 
this compendium of papers is evidence 
of the growing enrichment of the field 
of psychiatry. Notable among sections 
included are those concerned with (1) 
Community Applications of Psychiatric 
Knowledge, (2) Problems of Research 
Design and Reports of Investigative 
Findings, and (3) The Relationship of 
Psychiatry to Medical Practice. It ap- 
pears, therefore, that psychiatry is 
emerging at an accelerated pace from 
its stigmatized status of state mental 
hospital practice and its isolated posi- 
tion of providing psychoanalytic therapy 
for the privileged few. The emphasis 
upon research and the relative neglect of 
theoretical papers concerned with re- 
statements of psychoanalytic formula- 
tions also indicate the growth of a 
scientifically skeptical orientation. 

The total exclusion of papers con- 
cerned with group and milieu therapy 
and the application of therapeutic com- 
munities in contrast to papers discussing 
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pharmacological treatment are indica- 
tive of another important emphasis in 
psychiatry. In summary, it is worth- 
while to read this collection of papers 
despite the absence of any strikingly 
original data. CHartes E. OrBacH 


PUBLIC HEALTH IN BRIDGEPORT: Vol. I— 
Introduction; Mental Health. 75 pp. 
Price, $1.50. Vol. Il—Public Health Nurs- 
ing Services. 53 pp. Price, $1.50. Vol. 
lll—Dental Health; Bridgeport Depart- 
ment of Health; Chronic Disease and 
Rehabilitation; In-Patient and Out- 
Patient General Hospital Care for the 
Needy; Community Health Organization; 
Major Recommendations; Cost and Econ- 
omies of Survey Recommendations. 
186 pp. Price, $2.00. Bridgeport, Conn.: 
Community Chest and Council (932 Broad 
St.), 1959. $5.00 for set, plus postage. 

This three-volume mimeographed re- 
port with printed covers is the result of 
a public health survey of Bridgeport, 
Connecticut’s second largest city. It is 
the result of a study done for the Ameri- 
can Public Health Association by a 
survey group under the directorship of 
Edward Press, M.D., director of field 
services of the Association. The study 
was made in 1958 and published in 
1959. It attempts to encompass all 
aspects of community health. 

For those interested in a thorough, 
comprehensive, and carefully written 
report of an eastern urban area, this 
publication is worth perusing. Through- 
out the report comparisons are made 
with the cities of Hartford and New 
Haven which, along with Bridgeport, 
constitute the three largest cities of 
Connecticut. 

The mental health and public health 
nursing portions are given unusual em- 
phasis. Volume I, in addition to the 
introductory material, includes the ma- 
terial on mental health. All 53 pages of 
Volume II are given over to public 
health nursing. 

The rental health study group had 
for reference previous surveys in the 
mental health field, three of the state of 
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Connecticut (1929, 1957, and 1959) 
and one of Bridgeport (1953). 

The mental health portion of the re- 
port, under each of its headings, tends 
to define the area of need, tell of activi- 
ties in Bridgeport, and make recom- 
mendations for improvement; whereas 
the recommendations in the public 
health nursing portion are concentrated 
at the end of that section (Volume II). 
It is interesting to note that, aithough 
public health nursing is _ splintered 
among four agencies and one of these 
(the health department) has public 
health nurses in two divisions, there was 
an over-all ratio of one public health 
nurse to 3,500 population at the time of 
the report. 

There is an excellent last chapter on 
community health organization contain- 
ing an analysis of methods for coordinat- 
ing the combined effort needed for total 
community health planning and evalua- 
tion. 

“Major Recommendations” of the 
study are found on three pages near the 
end of Volume III. 

C. L. Wiipar, Jr. 


AN INTRODUCTION TO PUBLIC HEALTH 
(4th ed.)—By Harry S. Mustard and Ernest 
L. Stebbins. New York, N. Y.: Macmillan 
(60 Fifth Ave.), 1959. 338 pp. Price, $4.50. 


The fourth edition of this volume, 
now co-edited by Dr. Stebbins, continues 
to be an excellent primer covering the 
broad scope of public health problems 
and activities. Although the format 
and general content remain substantially 
the same, the text has been most care- 
fully re-edited. The discussion of statis- 
tical analysis and of the precautions to 
be observed in the interpretation of 
statistics is an especially welcome addi- 
tion. Other major new features include 
material on radiological health and at- 
mospheric pollution. The references 
after each chapter have been consider- 
ably enlarged and improved. 

One might have hoped that the novice 
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in public health, for whom this book is 
particularly valuable, would be exposed 
to a view of the more fundamental un- 
solved health problems we face in this 
decade. Only passing allusion is made 
to the problems occasioned by over- 
population and increasing longevity 
despite the unease that pervades the 
world because of them. The wide- 
spread use of new chemicals in industry, 
as food additives and for domestic use, 
is not mentioned as a potential health 
hazard. The rapid movement of popu- 
lation and the development of new sub- 
urban areas, together with the health 
problems engendered thereby, are not 
considered. In the classroom the 
American student raises these questions, 
as well as those pertaining to cigarettes 
and lung cancer, rheumatic fever pro- 
phylaxis, accident prevention, and 
poison control. 

Nonetheless, in this new edition we 
shall continue to have at our disposal an 
invaluable tool in orientating the stu- 
dent, the new member of the health de- 
partment, and the member of the 
advisory board. The clear and logical 
presentations, the superb phraseology, 
and the provocative use of everyday 
occurrences make the reading of this 
text an enjoyable as well as an informa- 
tive experience. Jesse B. ARONSON 


WATER SUPPLY AND SEWERAGE (4th 
ed.)—Ernest W. Steel. New York, N. Y.: 
McGraw-Hill (330 West 42nd St.), 1960. 
655 pp. Price, $11.00. 


In reviewing the fourth edition of 
“Water Supply and Sewerage” by Pro- 
fessor Steel, it is with pleasure that I 
personally can answer the question, “Is 
this a book I should read?” with an 
objective affirmative answer. Not only 
has this edition brought up to date, 
insofar as practical, the technology of 
water supply and sewerage, but it pro- 
vides an excellent text for engineering 
schools to use for their students and also 
a systematic reference for consulting 
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sanitary engineers, public works officials, 
and sanitary engineers in the field of 
public health. Further it will give 
water and sewage plant operators an 
excellent reference book. 

One of the most objective paragraphs 
in the book, in my opinion, is para- 
graph 1-1 defining the work of the sani- 
tary engineer, which briefly but clearly 
outlines the place of the sanitary en- 
gineer in the water contact field. It 
also touches upon his responsibilities in 
the air contact. Another useful addi- 
tion to this book is the problems given 
after each chapter; I believe this will 
develop the thinking of the student and 
guide others who use the book. 

If I may inject a negativism, I will 
confess that I reviewed this edition at- 
tempting to find omissions or flaws, and, 
while I have not as yet checked it line 
for line, I did find many subjects cov- 
ered and covered very well that I had 
thought might not be included. 

In our explosive technology, by the 
time a new book is published, it is al- 
most out of date, but I find this book 
nearly as up to date as any that could 
be published. I should like to com- 
pliment Colonel Steel, the McGraw-Hill 
Company, and the American Public 
Health Association for their contribu- 
tions and to recommend that the book 
be given broad recognition in colleges, 
technical societies, and other organiza- 
tions. Davip B. Lee 


PSYCHOANALYSIS AND CONTEMPORARY 
THOUGHT—FEdited by John D. Sutherland. 
New York, N. Y.: Grove Press (64 University 
Place), 1960. 149 pp. Price, $1.45 paper; 
$3.45 cloth. 


This collection of six essays was origi- 
nally delivered to the public as a 
group of lectures during a celebration 
of the centenary of Freud’s birth held 
by the British Psycho-Analytical Society. 
Since they are addressed to a_ non- 
psychoanalytic audience, a minimum 
of technical terminology was employed. 
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In addition, they are unusually clearly 
and simply written, considering the com- 
plexity of the subject matter. The range 
of topics to which applications of 
Freud’s hypotheses and postulates have 
been extended is in itself a tribute to 
the genius of one of the seminal think- 
ers of the past century. 

The essay, “Psycho-Analysis and the 
Current Economic Crisis,” by Elliott 
Jaques, although presenting an original 
approach to the understanding of indus- 
trial conflict, also exemplifies the limi- 
tations of a psychoanalytic conceptual 
model when applied to complex social 
phenomena. It does assist in clarifying 
some of the irrational bases for indus- 
trial conflict. However, a variety of 
other relevant variables such as class 
conflict, the power structure of the 
modern corporation, and the social 
values associated with different forms 
of economic organization, among 
others, also enters into the determina- 
tion of wages. 

In summary, this compilation of 
essays is recommended for a pleasant, 
stimulating evening of reading. 

Cuares E. OrBacu 


GROUP PROCESSES: TRANSACTIONS OF 
THE FIFTH CONFERENCE — Bertram 
Schaffner (editor). New York, N. Y.: The 
Josiah Macy, Jr. Foundation. 196 pp. 1960. 
Price, $4.50. 


This work contains three presenta- 
tions, with discussion following each, 
on “Experimental Aspects of Pediatrics,” 
“The Analysis of Behavior in Terms of 
Control Systems,” and “The Cult as a 
Condensed Social Process.” Some read- 
ers will undoubtedly prefer longer re- 
ports of the formal presentations and less 
emphasis on the preservation of informal 
give-and-take discussion. The same 
criticism has been made of previous 
publications of the Josiah Macy, Jr. 
Foundation conferences. But criticize 
its format as you will, this book is full 
of stimulation and sparkle. 


341 


EFFECTIVE REPORT WRITING: For Busi- 
ness, Industry and Government—By 
Norman B. Sigband. New York, N. Y.: Harper 
& Brothers (49 E. 33rd St.), 1960. 688 pp. 
Price, $6.75. 


Exchanges of written records “permit 
us to reach decisions, issue policies, 
recommend action, and record informa- 
tion” (Preface). Considering — the 
amount and variety of effective com- 
municating demanded of public health 
workers for these purposes, any practical 
treatise that will help them do this part 
of their job better should find its way to 
their library shelves. “Effective Report 
Writing” is such a treatise. And the 
fact that its emphasis is on report writ- 
ing gives it added value to professional 
persons, called upon as they are so often 
to explain new technical information 
both to their colleagues and to laymen. 

The book covers the field with de- 
tailed chapters on reports, business 
letters, other technical writing and oral 
presentations. It has been effectively 
designed for classroom and office, and 
could be used to advantage both as a 
reference by old hands at the business 
of communicating and, as a guide, by 
those entering the maze of technical 
writing as relative novices. 

In his capacity of consultant to in- 
dustry, Dr. Sigband has been able to 
obtain many examples of short-form 
operational reports from his clients for 
use in classroom or reader evaluation. 
This kind of material is not too fre- 
quently available, collected in one place 
and in print. Something unusual in 
books of this kind, too, is the section 
on sampling and sampling methods. To 
the biostatistician and research person 
this section of the book would be ele- 
mentary, but many other readers would 
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doubtless find that the definitions of 
various samples given are suited to their 
needs. 

The author is chairman of the Depart- 
ment of English, College of Commerce, 
DePaul University, Chicago. 


SURGERY AS A HUMAN EXPERIENCE: The 
Psycho-dynamics of Surgical Practice— 
By James L. Titchener and Maurice Levine. 
New York, N. Y.: Oxford University Press 
(417 Fifth Ave.), 1960. 285 pp. Price, 
$6.00. 


This book appears to be primarily 
addressed to the nonpsychiatrically 
trained physician and it accomplishes 
the objective of providing a psycho- 
dynamic orientation which clarifies the 
meaning of surgery in an admirable 
manner. It is simply and concisely 
written, yet summarizes the basic pub- 
lications about the patient’s psychologi- 
cal experience associated with surgery. 

From the viewpoint of a theoretical 
orientation different from that adopted 
by the authors, two significant limita- 
tions exist in their presentation. The 
first is the failure to stress that psy- 
chopathology emerging in the context 
of surgery is perhaps as much attribut- 
able to surgeon-patient transactions and 
the social structure of the hospital as it 
is to pre-existent beliefs and expecta- 
tions on the part of the patient. Second, 
the specificity of the threats signified by 
serious illness and its treatment and the 
adaptive technics elaborated to cope 
with these highly significant specifics 
are perhaps not sufficiently emphasized. 

Many sections of the volume should 
prove to be of considerable assistance to 
surgeons and internists in the under- 
standing of their patients. 
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Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


ApnorMaL PsycHotocy — Co OuTLINE 
Series. Mentat Types, Causes, 
AND Treatment. W. J. Coville, et al. New 
York, N. Y.: Barnes and Noble, 1960. 298 
pp. Price, $1.75. 

Accent oN Learntnc—An ANALyTiIcAL His- 
TORY OF THE FuND FoR ApuLT Epucation’s 
EXxperRIMENTAL Discussion Project 1951- 
1959. Glen Burch. Chicago, Ill.: American 
Foundation for Continuing Education, 1960. 
134 pp. 

Basic Documents (11th ed.). Including 
amendments approved by the executive 
board at its 25th Session, 1960, and the 
13th World Health Assembly, May, 1960. 
WHO Publication. New York, N. Y.: 
Columbia University Press, 1960. 188 pp. 
Price, $1.25. 

Casework Papers 1960. From the National 
Conference on Social Welfare presented at 
the 87th Annual Forum, Atlantic City, 
N. J., 1960. New York, N. Y.: Family 
Service Association of America, 1960. 154 
pp. Price, $2.50. 

Cuctrure, Society, Heattu. Dorothy L. 
Keur, et al. Annals of the New York 
Academy of Sciences, Vol. 84, Art. 17. New 
York, N. Y.: The Academy, 1960. pp. 783- 
1060. Price, $3.50. 

Die Ronsdrre-Kur (The raw juices treat- 
ment. Principles, method, therapeutic, re- 
sults). Eugen Heun. Stuttgart, Germany: 
Hippokrates-Verlag, 1960. 286 pp. DM, 19.50. 

Druc Appiction. Dorothy Campbell Tomp- 
kins. Berkeley, Calif.: University of Cali- 
fornia, Bureau of Public Administration, 
1960. 130 pp. Price, $3.00. 

Houstnc Copes—Tue Key to Housine Con- 
SERVATION: 

Volume 1—Background of Code Enforce- 
ment. 81 pp. 

Volume 2—Model Housing Code Applic- 
able to One-and Two-Family Dwellings, 
Multiple Dwellings, Mobile Homes and 
Mobile Home Courts. 59 pp. 

Volume 3—Administrative Guide. 42 pp. 
New York, N. Y.: State of New York, 
Division of Housing, 1960. 

Housinc ENvirnoNMENT AND Famity Lire. A 
Longitudinal Study of the Effects of Hous- 
ing on Morbidity and Mental Health. 
Daniel M. Wilner, et al. Los Angeles, Calif.: 
School of Public Health, University of Cali- 
fornia, 1960. 
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Human Nutrition Historic AND SCIENTIFIC. 
Monograph III. Edited by Iago Galdston. 
New York, N. Y.: International Universities 
Press, 1961. 321 pp. Price, $6.00. 

Imace or THE City. Kevin Lynch. Cambridge, 
Mass.: Harvard University Press, 1960, 194 
pp. Price, $5.50. 

IntRopucTION TO CELLULAR THerapy. Paul 
Niehans. New York, N. Y.: Pageant Books, 
1960. 119 pp. Price, $3.75. 

Jors SAcartes HEALTH AND WELFARE. 
Volumes I (163 pp.) and II (356 pp.). A 
report in two volumes of a job-evaluation 
project covering professional, clerical, and 
maintenance occupations in 96 member or- 
ganizations of the Cleveland Welfare 
Federation. Cleveland, Ohio: Welfare Fed- 
eration, 1960. Price, Set—$10.00. 

MANUAL OF Care For THE DisaBLep PATIENT. 
Arthur J. Heather. New York, N. Y.: Mac- 
millan, 1960. 119 pp. Price, $3.75. 

MepicaL AND BiotocicaL Researcu IN ISRAEL. 
Edited by Moshe Prywes. New York, N. Y.: 
Grune and Stratton, 1960. 562 pp. Price, 
$8.00. 

Menta Heattu Epvucatrion: A_ Critique. 
Pennsylvania Mental Health, Inc.; American 
Psychiatric Association, and the National 
Association for Mental Health, Inc. Phila- 
delphia, Pa.: Pennsylvania Mental Health, 
1960. 180 pp. 

New Trenps 1n Narcotics Controt. Leland 
M. Goodrich. New York, N. Y.: Interna- 
tional Conciliation—Carnegie Endowment 
for International Peace, 1960. 242 pp. 

Nurritionat Stratus U.S.A. Agricultural Ex- 
periment Station Bulletin 769. Edited by 
Agnes Fay Morgan. Copies on request from 
the directors of most of the state Agri- 
cultural Experiment Stations, 1959. 130 pp. 

PLANNING THE NetcuHsorHoop. Vol. I of the 
3-Vol. series of “Standards of Healthful 
Housing,” 1960 edition. American Public 
Health Association, Committee on _ the 
Hygiene of Housing. Chicago, IIl.: Public 
Administration Service, and New York, 
N. Y.: American Public Health Association, 
1960. 108 pp. Price, $3.00. 

Positive HeattH oF Ovper Peopte. Based 
on discussions at the 1960 National Health 
Forum. New York, N. Y.: National Health 
Council, 1960. 131 pp. Price, $2.25. 

PROCEEDINGS OF THE INTERNATIONAL CLEAN 
Air Conrerence, Lonpon, 1959. London, 
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England: National Society for Clean Air, 
1960. 284 pp. Price, $4.75. 

Psycuosomatic BeHavior OF CHILDREN WITH 
Concentra Heart Disease. Pre- and 
Postoperative Sruptes or 
Cases. B. Landtman, et al. Helsinki, 
Finland: Children’s Hospital, University of 
Helsinki, 1960. 78 pp. 

PRINCIPLES AND 
Appiications. Peter C. 
Luchsinger and Kenneth M. Moser. St. 
Louis, Mo.: Mosby, 1960. 505 pp. Price, 
$15.75. 

Science Projsecr Hanpsoox. Edited by 
Shirley Moore. Washington, D. C.: Science 
Service, 1960. 254 pp. Price, $.55. 

Steep Tuerapy THE Neuroses. Translated 


from Russian. B. V. Andreev. The Inter- 
national Behavioral Seiences Series. Edited 
by Joseph Wortis. New York, N. Y.: Con- 
sultants Bureau Enterprises, 1960. 114 pp. 
Price, $8.50. 

SociaL or Menta Disorpers. 
E. Gartly Jaco. New York, N. Y.: Russell 
Sage Foundation, 1960. 228 pp. Price, 
$3.50. 

Summary oF Activities Reportep sy Loca. 
Heattu Councits, June, 1960. National 
Health Council. New York, N. Y.: The 
Council, 1960. 43 pp. Price, $1.00. 

ToxtcoLtocy. Vol. I—MecHanisms AND ANa- 
LyTIcAL Metuops. Edited by C. P. Stewart 
and A. Stolman. New York, N. Y.: Aca- 
demic Press, 1960. 774 pp. Price, $22.00. 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Good News: Sanitary Engineer- 
ing Var.—*. . . the high level of enroll- 
ment in the various schools certainly 
indicates a healthy situation and an 
increased interest in the field of sani- 
tary engineering and instruction.” 


ANON. Sanitary Engineering Degrees 
Awarded in 1959. Pub. Health Rep. 75,12:1146 
(Dec.), 1960. 


Bigger and Better (?)—Boys and 
girls in high school and college grow 
taller and heavier by the generation— 
reflecting better nutrition, advances in 
public health, generally higher living 
standards, and the earlier attainment of 
physical maturity. This you must know, 
but you may be glad to have the statis- 
tical bases for these conclusions. 


344 


Anon. Growth Trends in the Teen Ages. 
Statist. Bull. Metrop. Life Insur. Co. 41,10:3 
(Oct. 1), 1960. 


The Battle Goes On—*. . . vene- 
real disease can be cured promptly by 
medical treatment . . . but except (by) 
discouraging promiscuous sexual habits, 
the only way to prevent venereal infec- 
tion today is to find and treat carriers of 
the germs.” Though this is certainly not 
a new concept it is an emphatic reminder, 
and serves to introduce a hatf-dozen im- 
portant discussions of what is really going 
on in the current control program— 
about which some of us may have only 
rather sketchy notions. 

Anon. A Current Look at the Venereal 
Diseases. Pub. Health Rep. 75,11:989 (Nov.), 
1960. 
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About Barrier Creams—Our in- 
dustrial hygienists, especially, will find 
much of interest in this (Br.) discussion 
of the protective possibilities and poten- 
tial hazards of barrier creams for work- 
men’s hands. Says the writer: we should 
advocate their use only when we have 
soundly based proofs of their value. We 
cannot recommend them when the exact 
composition. is not known. At present 
most are secret remedies. 

Berriey, F. R. Some Dermatologic Hazards 
of Today. Brit. M. J. 5211:1468 (Nov. 19), 
1960. 


For “Delicate” Children — This 
paper would seem to be chiefly of in- 
terest to the insatiably curious. It is 
about open-air schools, of which there 
are 12 in London, England. They have 
been in operation for half a century 
and the questions raised here is: are 
they anachronisms? The survey suggests 
that there are still enough asthmatic 
children to justify these special educa- 
tional provisions. 

Coprrnorne, R. E. C., and Parmer, W. T. 
A Survey of Pupils from Schools for the 
Delicate in London. M. Officer 104,22:323 
(Nov. 25), 1960. 


Accident Days—More than half the 
group of regularly menstruating women 
who became involved in accidents—at 
home, on the road, or in factories— 
were so involved while they were men- 
struating, or immediately before. “One 
wonders,” wonders the researcher, “if 
awareness by women that they are more 
accident-prone (at that time) would 
enable them to use greater care . . . or 
will it merely induce a menstrual neu- 
rosis ?” 

Darton, K. Menstruation and Accidents. 
Brit. M. J. 5210:1425 (Nov. 12), 1960. 


Something for Everybody—Here 
you will find usefully boiled down, most 
of the recommendations relating to 
school health (from among the 670 
covering almost every phase of life and 
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interest of children) emanating from the 
1960 White House Conference. You 
may want to use some of these recom- 
mendations as a stimulus for the de- 
velopment of effective school (and 
community) health programs for your 
bailiwick in the coming years. 
DuxeLow, D. A. 1960 White House Con- 


ference Recommendations on School Health. 
J. School Health 30,9:334 (Nov.), 1960. 


Minor National Craze—The ‘‘low- 
ing quotation is from the boxed com- 
ment on a paper of immediate concern 
to municipal health officers: “Acrobatic 
tumbling on the Trampoline . . . recently 
has become a national sport. This re- 
port is based on five patients who suf- 
fered severe neurologic injuries . . . all 
but one of the injuries resulted from 
backward somersaults imperfectly exe- 
cuted. . . . Ten regulations for commer- 
cial Trampoline centers are suggested 

. (and) public health officials and 
local medical authorities are asked to 
take the initiative in the enforcement of 
these regulations.” 

E.us, W. G., et al. The Trampoline and 
Serious Neurological Injuries. J.A.M.A. 174, 
13:1673 (Nov. 26), 1960. 


“State of Much Confusion”— 
These words are from the concluding 
sentence of a leading review article on 
coronary artery disease and seem to 
epitomize this distinguished author’s 
over-all view of this disputatious sub- 
ject. Earlier, he comments, “I should 
still say that, on the whole, the obser- 
vations do not carry complete conviction 
that an increased level of blood lipids 
is the primary cause of atherosclerosis, 
though it may well be important in the 
development of lesions.” 

Fiorey, H. Coronary Artery Disease. Brit. 
M. J. 5209:1329 (Nov. 3), 1960. 


Public Affairs—Just in case the 
paper's title (below) catches your eye, 
it is not about doctors in public service. 
It deals with the reactions of practicing 


345 


| 
= 


physicians to political appeals and prob- 
lems—such as the likelihood of accept- 
ing public office, participation in elec- 
tion campaigns, and their partisan 
opinions. You will not be much sur- 
prised at the finding that, in general, 
they seem to share the conservative 
values of “other American social elites.” 


Guaser, W. A. Doctors and Politics. Am. 
J. Sociol. 66,3:330 (Nov.), 1960. 


Preventive Geriatrics—F ifteen peo- 
ple who are doing something about the 
care of the aged tell about many facets 
of the geriatric services. These stimu- 
lating papers look into preventive meas- 
ures as well as the matters of providing 
care for the aged sick and destitute. 
The art of living, said the ancient 
Greeks, consists in dying young—but as 
late as possible. A pretty good motto 
for our modern day efforts, don’t you 
think? 

Hunt, G. H., et al. Recent Advances in 
— Pub. Health Rep. 75,12:110 (Dec.), 


Who Is Healthy Now?—During 
the time of a nine-month study, ten 
“healthy” and dedicated New Yorkers 
“had the misery” more than half the 
time without much disruption in their 
work attendance. One worker’s symp- 
toms—headache, myalgia, loss of appe- 
tite—though severe resulted in only one 
day’s absence. They averaged seven 
discrete minor illnesses per person, 
mostly respiratory, though defying etio- 
logic classification. Absenteeism must 
be an unreliable guide to disease inci- 
dence in a highly motivated group! 

McNamara, M. J., et al. Minor Respira- 


tory Disease in Ten “Healthy” Adults. Am. 
Rev. Resp. Dis. 82,4:469 (Oct.), 1960. 


Polio Prophylaxis Again — This 
Vanderbilt University study of paralytic 
polio cases in a community epidemic 
comes to the conclusion that paralytic 
cases sometimes do occur in completely 
vaccinated patients, that the degree of 
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paralysis may be comparable to that 
in the unvaccinated, and that the avail- 
able commercially prepared vaccines 
given in presently acceptable schedules 
do not necessarily prevent significant 
paralysis. 

Merritt, R. E., et al. Vaccination Status 
of Patients in an Outbreak of Acute Polio- 
myelitis. A.M.A. Am. J. Dis. Child. 100,6:857 
(Dec.), 1960. 


More About Hard Water—F urther 
inquiry by states into the relationships 
between hardness of water and death 
rates from the leading causes of death 
in age group 55 to 64 suggests that the 
hardness or softness of drinking water 
may influence death rates from hyper- 
tension and atherosclerosis. 

Scuroeper, H. A. Relations Between Hard- 
ness of Water and Death Rates from Certain 
Chronic and Degenerative Diseases in the 
United States. J. Chronic Dis. 12,6:586 (Dec.), 
1960. 


And Chest X-Rays—This is the 
conclusion of a study of tuberculosis 
screenings in three broad age groups: 
“Since the prevalence of tuberculosis 
infection is so low in the (under 15) 
age group and since the genetic effect 
of ionizing radiation may be of impor- 
tance to young people, consideration 
should be given to discontinuing roent- 
genographic screening of (them) .. . 
and limiting such methods to groups of 
older people where it is known or 
suspected that tuberculosis is more 
prominent.” 

Scnuttz, H. H. Tuberculosis Case-Finding 
Among Young People. New York J. Med. 
60,23 :3816 (Dec. 1), 1960. 


They Wanted Help — Brooklyn 
(N. Y.) experimented with a telephone- 
answering service to tell inquirers where 
they might get help for suspected mental 
or emotional disorders. About 110 in- 
quiries a month were received, the 
majority of calls being concerned with 
children and adults under 40. A follow- 
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up call to a sampling of cases, a year 
after the initial request, indicates that 
about three of each four did apply for 
help at the referred source. Others went 
elsewhere. Altogether seven of every 
eight adults and four of every five 
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children reported some treatment. You 
will find interesting break-downs of re- 
quests and dispositions. 

Simon, M., et al. Inquiries to a Mental 
Health Association Concerning Treatment 
Facilities. Milbank Mem. Fund Quart. 
38,4:301 (Oct.), 1960. 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate. directly with the publications in which they appeared; the addresses are furnished 


for your convenience. 


A.M.A,. Am. J. Dis. Child. (American Journal of Diseases of Children), Ameri- 
can Medical Association, 535 North Dearborn St., Chicago, IIL. 
Am. J. Sociol. (American Journal of Sociology), University of Chicago Press, 


5750 Ellis Avenue, Chicago 37, III. 


Am. Rev. Resp. Dis. (American Review of Respiratory Diseases), National 
Tuberculosis Association, 1790 Broadway, New York 19, N. Y. 
Brit. M. J. (British Medical Journal), British Medical Association House, 19 


Tavistock Sq., London, W.C.1, England. 


J.A.M.A. (Journal of the American Medical Association), 535 North Dearborn 


St., Chicago, Ill. 


J. Chronic Dis. (Journal of Chronic Diseases), C. V. Mosby, 3207 Washington 


Blvd., St. Louis, Mo. 


J. School Health (The Journal of School Health), American School Health 
Association, 515 East Main Street, Kent, Ohio. 
M. Officer (Medical Officer), Chronicle House, 72-78 Fleet St., London, E.C.4, 


England. 


Milbank Mem. Fund Quart. (Milbank Memorial Fund Quarterly), 40 Wall 


St., New York, N. Y. 


New York J. Med. (New York State Journal of Medicine), 750 Third Ave., 


New York, N. Y. 


Pub. Health Rep. (Public Health Reports), Government Printing Office, 


Washington, D. C. 


Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin of the Metropolitan 
Life Insurance Company), 1 Madison Ave., New York 10, N. Y. 
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CREDIT LINES 


The Journal cannot furnish copies of items 


requests to addresses given. 


International Health: Cancer, Congo 


“Cancer Mortality for Selected Sites 
in 24 Countries (1950-1957)” is the 
work of Mitsuo Segi, M.D., et al., on 
the faculty at the Department of Public 
Health, Tohoku University School of 
Medicine, Sendai, Japan. The informa- 
tion for this 277 page hard-cover volume 
was furnished by the central statistics 
administrations of the cooperating coun- 
tries. All continents are represented. 
Mortality data by age group and sex 
in each of the three parts (1, number 
of deaths; Il, death rates; III, age- 
adjusted death rates) are related to 
more than a dozen neoplastic sites. The 
Japanese Cancer Society and the Nihon 
Life Insurance Mutual Company fi- 
nanced the publication (July, 1960), 
and it may be available through the 
authors in limited supply. 


“Republic of the Congo: A Study 
of Health Problems and Resources” was 
begun by staff of the Division of Inter- 
national Health, Public Health Service, 
before the Belgian Congo became inde- 
pendent in 1960. 

The PHS has taken the mass of infor- 
mation “readily available” from sources 
given in the bibliography, organized it 
into 115 concisely phrased pages and 
given it a form considered more readily 
accessible to the user. Readers are told 
that the information contained is “only 
as up to date as . sources permit it 
to be.” but will find the compilation 
serviceable on several other counts. In- 
troductory chapters on the country and 
its people, for example, are most in- 
formative and may help counteract some 
incorrect impressions. 
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(For a picture story of the Congolese 
in their peacetime pursuits and of WHO 
operations there, see WHO's World 
Health for November-December, 1960. 
Columbia University Press, 2960 Broad- 
way, New York 27. N. Y.) 

Credit is given Jane H. Priest of the 
division for her major contributions to 
the report. PHS Publication No. 806, 
U.S. Government Printing Office, Wash- 
ington, D. C. 75 cents. 


Issues of Conscience Examined 


A report of Dartmouth College’s con- 
vocation on Medicine and Issues of the 
Conscience appears in the November, 
1960, issue of Federation Bulletin. The 
conference celebrated the opening of 
Dartmouth’s new medical science build- 
ing, a headquarters for the college’s 
two-year program of academic prepara- 
tion for clinical study. 

An_ international 
Canadian, and American 
plored the issues. Their cues for dis- 
“oneness of all learn- 


British, Indian, 
panel ex- 


cussions were the 
ing as a liberating force from meanness 
of mere existence, the wretchedness of 
unnecessary suffering, and the folly to 


which any ‘little learning,’ standing 
alone, leads men”—words of Dart- 


mouth’s President Dickey. Dr. Rene 
Dubos, keynote speaker and convocation 
chairman, singled out environmental 
health, atomic energy waste products, 
and food additives for the significance 
they would have on many great deci- 
sions in the future. 

This brief report of a three-day meet- 
ing (September 8-10, 1960) is masterful 
in the extent to which it covers the dis- 


cussions. The bulletin is published 
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monthly by the Federation of State 
Medical Boards of the United States, 
1201-05 Bluff St., Fulton, Mo. Single 
copies 50 cents. Editor—and reporter on 
the convocation—is Stiles D. Ezell, M.D. 


What Every Expectant Mother Needs 


The California State Department of 
Public Health has recently published 
“Standards and Recommendations for 
Public Prenatal Care.” It presents the 
joint policy adopted by the department 
and the state’s Conference of Local 
Health Officers. In sum the. state’s 
policy is that every eligible expectant 
mother needs thorough medical super- 
vision throughout her pregnancy, and 
dietary supervision based on her indi- 
vidual requirements. She and her family 
need to know about the changes which 
occur in her during pregnancy, the 
care she needs, the preparations neces- 
sary for her delivery, and the care 
of her new born infant. Detailed 
recommendations for putting this policy 
into effect are given in the 18-page 
text along with discussions of the func- 
tions and responsibilities of professional 
staff, administrative aspects, and neces- 
sary facilities. This and a 39-page sup- 
plementary handbook for professional 
use entitled “Nutrition During Preg- 
nancy and Lactation” are available to 
professional health workers upon request 
to California State Department of Public 
Health, 2151 Berkeley Way, Berkeley 4, 
Calif. 


Readings In Mental Health 


“You are about to read a non-tech- 
nical summary of the Mental Health 
Survey of Los Angeles County.” So 
reads the preface to “Los Angeles County 
Surveys Its Mental Health Services.” 
The survey was made through a com- 
mission established by the Welfare Plan- 
ning Council, Los Angeles Region. The 
commission’s human approach and some 
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of the questions it got answered are 
best expressed in its own words: “What 
care and treatment does the Los Angeles 
con nunity provide for those who are 
mentally ill? Is it what they need? 
Is it enough? Is it available to those 
who need it—in terms of time, place, 
money? Do they or their families or 
those to whom they turn for help know 
what is available? Could a better job 
be done for more people? Is it worth 
doing?” 

The summary, 62 pages, $1.08, is 
available through the Council, 73314 
Hope St., Los Angeles 17, Calif. The 
complete survey, 576 pages, $5.20 ac- 
companying order, postage probably ex- 
tra, may be had through Documents 
Section, State Printing Division, Sacra- 
mento 14, Calif. 


“New Developments in Community 
Mental Health,” is the title of the 
proceedings of a Technical Assistance 
Conference (Lenox, Mass., November 
2-4, 1959) underwritten by the Na- 
tional Institute of Mental Health with 
the South Shore Mental Health Asso- 
ciation and the Massachusetts Depart- 
nent of Mental Health as co-sponsors. 

Conference participants reexamined 
the relationship between community 
clinics and hospitals. Ernest M. Gruen- 
berg, M.D., delivered the title paper. 
Luther E. Woodward, Ph.D., spoke 
about the initiation and development of 
a community program. Louisa P. Howe, 
Ph.D., discussed evaluation of pro- 
gramed activities. George W. Goethals, 
Ed.D., described the school’s role in 
mental health. Their papers, the dis- 
cussions they provide, and summaries 
of group sessions fill 88 pages. Available 
free from Division of Mental Hygiene, 
Massachusetts Department of Mental 


Health, 15 Ashburton Place, Boston 8. 
The Southern Regional Education 


Board founded its mental health pro- 
gram in 1954 “on the assumption that 
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leverage must be applied to training 
and research if the South’s mental health 
were to be raised to higher levels.” 
In 1957, SREB charged a panel of 
research experts “to think creatively 
about the promotion of research. . . .” 
The panel prescribed a course of action 
which is described in “Mental Health 
Research in the South on the Threshold 
of the 60's: Report of a Survey and 
Workshop” sponsored by SREB. The 
survey ran from March to November, 
1959, questionnaires being returned 
from 636 respondents— investigators and 
administrators of research—in 16 states. 
The workshop was a follow-up to the 
survey. 

This 71 page paperback describes 
many of the “practical answers to prac- 
tical questions” found through the sur- 
vey and recreates proceedings at the 
workshop. SREB brings the publica- 
tion to a close with a “second look” in 
which it singles out “decisive issues 
which . . . decision-makers will face” 
in states which follow the recommenda- 
tions of the workshop. For information 
on availability write SREB, 130 South 
St., N.W., Atlanta 13, Ga. 


Papers on Retardation Published 


“Proceedings of Institute for Nurses 
on Mental Retardation” takes up the 
entire September, 1960, issue of Public 
Health News, the monthly publication 
of the New Jersey State Department of 
Health (129 East Hanover St., Trenton 
25). The articles included indicate the 
wide reader appeal of this collection: 
“The Problem of Mental Retardation,” 
by Rudolf Hormuth; “Medical Aspects 
of Mental Retardation,” by Margaret 
Giannini, M.D.; “Social and Cultural 
Aspects of Mental Retardation,” by 
Edward Wellin, Ph.D.; “Handicapped 
Child and His Concept of Self,” by 
Harry V. Bice, Ph.D.; “Parents’ View- 
point,” by Elizabeth W. Boggs, Ph.D.; 


“Home Training,” by Laura L. Ditt- 


man; “Public Health Nurse and the 
Mentally Retarded Child,” by Gertrude 
Johnson, R.N.; and other articles on 
New Jersey state programs. 


“Outlook for the Adult Retarded” 
(Proceedings of the 35th Spring Con- 
ference of the Woods Schools) includes 
papers on institutional and noninstitu- 
tional aspects, and on health, welfare, 
vocational, legislative, and attitudinal 
problems related to the adult retarded. 

As a result of the reduction of inci- 
dence of acute infectious diseases and 
the increase in number, type, and scope 
of programs dealing with retarded chil- 
dren, more retarded individuals live 
longer and healthier lives. Today, the 
greatest emphasis in the field of mental 
retardation has been on children; this 
conference signaled a bellwether effort to 
come to grips with the fact that more 
retarded children are growing up. 

The conference was held in coopera- 
tion with the Massachusetts Special 
Commission on Retarded Children, Bos- 
ton, May 6-7, 1960. Published by The 
Woods Schools (for Exceptional Chil- 
dren), Langhorne, Pa., 123 pages; $1. 


To Self-Insure or Not? 


Foundation on Employee Health, 
Medical Care and Welfare, Inc., has 
now issued Part D of its study on 
problems and solutions of health and 
welfare programs. Entitled “Pros and 
Cons of Insurance and Self-Insurance 
of Health and Welfare Benefits,” it dis- 
cusses the insurance of cash-indemnity 
benefits. The provision of benefits is 
examined under the light of how an 
insured indemnity program operates, 
what functions are carried out by the 
insurance company, what is involved in 
doing the same via self-insurance, and 
how to determine, then compare, the 
costs of these functions. One dollar 
from the foundation which is officed 


at 477 Madison Ave., New York 22, 
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N. Y. (Part A of the study is called 
“Improving Value and Reducing Costs” ; 
Parts B and C, “Service Benefits—and 
How to Compare Service Benefits vs 
Indemnity Benefits.” Part D concludes 
the series. The foundation is co-spon- 
sored by U. S. Industries, Inc. and the 
International Association of Machinists. ) 


Worth Acquiring 


“Highlights of the Fifth International 
Congress on Nutrition” (held September 
1-7, 1960, Washington, D. C.) is now 
available in the November-December, 
1960, issue of Borden’s Review of Nu- 
trition Research. Author is W. A. Krebl, 
M.D., Ph.D. Copies on request from 
the Review’s offices at 350 Madison 
Ave., New York 17, N. Y. 


“The Nurse: Her Role in Eye Health” 
is divided into five sections, one each 
for institutional, student, public health, 
school, and occupational health nurses. 
It comes as a 12-page refresher guide 
to the nurse in a day when, with an 
increased life span, glaucoma, cataracts, 
and other eye diseases are more fre- 
quent, but often preventable. National 
Society for the Prevention of Blindness, 
1790 Broadway, New York 19, N. Y. 
Publication No. 137, 10 cents. 


For local consumption but worthy of 
being considered for imitation elsewhere 
is “The Health Education Look-Book” 
published by the Health Education 
Council, Public Health Federation, Cin- 
cinnati, Ohio. It is a 16-page mimeo- 
graphed directory put together to help 
teachers, nurses, discussion leaders, 
social workers, physicians, program 
chairmen, educators themselves, and 
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others find the local, state, and national 
organizations which offer free or inex- 
pensive health education services. Com- 
mendable advice on the first page is 
that one of “Several ways to keep up 
with new knowledge in the health . . . 
fields” is to “join one of the organiza- 
tions of educators such as the Health 
Education Section or the School Health 
Section of the American Public Health 
Association,” etc. Also, for the novice 
in health education: authentic, atten- 
tion-getting, and consistent health infor- 
mation is usually not enough to motivate 
people. “Build your . . . program around 
people, their social groups, their needs 
and interests.” Send 10 cents to the 
federation at 312 West Ninth St., Cin- 
cinnati 2, Ohio. 


“More Than Fun” is a handbook of 
recreational programing for children 
and adults with cerebral palsy. Sylvia 
B. O’Brien of United Cerebral Palsy 
of New York City is the author. This 
well illustrated 38-page booklet includes 
sections on: the values of the program, 
how it should be organized, whom it 
should serve, qualifications for those 
leading it, and a bibliography. The 
manual was planned by the Recreational 
Activities Committee of United Cerebral 
Palsy Associations, Inc., which publishes 
it. First copy free from UCPA, 321 
West 44th St., New York 36, N. Y. Up 
to 99 copies, 20 cents each. (UCPA has 
also cooperated with the Public Affairs 
Committee in the publication of Jules 
Saltman’s “Meeting the Challenge of 
Cerebral Palsy,” which would appear 
to be a most useful educational tool. 
Public Affairs Pamphlet No. 158B, 22 
East 38th St., New York 16, N. Y. 25 


cents. ) 


NEWS FROM THE FIELD 


Pan-American Cooperation: Research 


In December, 1960, the Pan Ameri- 
can Health Organization and the U. S. 
Public Health Service issued a “statement 
of arrangements” which are intended to 
further collaboration between the two 
staffs and to promote the development 
of PAHO research activities. 

Under the agreement the PAHO will 
provide moderate financial support to 
certain research programs, conduct 
studies on its own, and help coordinate 
study projects involving more than one 
country. The PHS will give technical 
advice on research design, and consider 
grant proposals from investigators who 
wish to work in programs either co- 
ordinated or conducted by PAHO. 
Within the PHS, responsibility for the 
program is delegated to the Office of 
International Research Activities at the 
National Institutes of Health. 


International Conferences Planned 


The Eighth International Congress 
for Microbiology will meet in Montreal, 
Canada, August 19-25, 1962, under the 
auspices of the Canadian Society of Mi- 
crobiologists. Two or more symposia are 
being planned for each of five sections: 
Structure and Function, Agricultural 
Microbiology, Industrial Microbiology, 
Medical and Veterinary Microbiology, 
and Virology. Complete details from 
Dr. N. E. Gibbons, VIII International 
Congress for Microbiology, National Re- 
search Council, Ottawa 2, Canada. 


The University of Miami School of 
Medicine will sponsor the Third Inter- 
American Conference on Occupational 
Medicine and Toxicology, to be held in 


Miami, August 6-10, 1961. The 1961 
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conference will be bilingual, in contrast 
to the 1956 and 1958 meetings which 
were conducted entirely in Spanish. 
Included among the papers to be given 
are those based on recent research in 
temperature stress, drug action, derma- 
tology, noise, radiation, medicine as 
practiced in the tropics, heavy metals, 
pesticides, and fungicides. Further in- 
formation on registration and program 
from Dr. William B. Deichmann, Chair- 
man, Department of Pharmacology, Uni- 
versity of Miami School of Medicine, 
Coral Gables, Fla. 


“Living Conditions, Health and Eco- 
nomic Development” is the title of the 
Third International Conference of the 
International Medical Association for the 
Study of Living Conditions and Health. 
This will convene September 29-October 
1, 1961, in St. Vincent, Aosta Valley 
(near Turin), Italy. The program will 
be divided between discussions of pub- 
lic health as a factor in economic de- 
velopment and the influence of economic 
development on health. Further in- 
formation from: General Secretary, In- 
ternational Medical Association for the 
Study of Living Conditions and Health, 
Burggasse 71/1/6, Vienna 7, Austria. 


Smog: Local Control, Nation's Goals 


The Air Pollution Foundation was or- 
ganized by civic leaders in 1953 to 
determine the nature of Southern Cali- 
fornia smog and the best methods for 
eliminating it. Set up as a private 
nonprofit research organization, it was 
to be self-liquidating upon accomplish- 
ment of its mission. I[t plans to disband 
in May, 1961, donating its remaining 
assets to the California Institute of Tech- 


nology. 


VOL. 51, NO. 2, A.J.P.H. 


in 

3 

{ 


The foundation has raised and spent 
some $3.5 million for research, findings 
from which have been shared with gov- 
ernmental units, universities, and volun- 
tary agencies concerned with the 
problem. According to the announce- 
ment of its dissolution the foundation’s 
studies have presented final conclusive 
proof that auto exhaust is the major 
factor in Los Angeles Smog. And since 
“the State of California has now em- 
barked upon (auto exhaust) control, the 
end of the 20-year smog siege is now in 
sight.” 

(Another report from the area, this 
time courtesy of the Los Angeles County 
Air Pollution Control District, bodes 
better for Los Angeles than for three 
other industrial cities in the United 
States with which it was compared. Ac- 
cording to the survey of a consulting 
engineer, the average dustfall—amount 
of solid material settling out of the 
air—during 1959 in the four cities, ex- 
pressed in tons per square mile per 
month, was Los Angeles, 28.9; Chicago, 
18.7; Philadelphia, 60.3; and New York, 
70.6.) 


In December, 1960, the Public Health 
Service released “National Goals in Air 
Pollution Research,” the report of the 
Surgeon General’s ad hoc task group 
which was appointed in November, 
1958. 

The task group says ten goals should 
be realized within the new decade. For 
example, the nation must: determine 
effects on agricultural economy; seek 
better ways of measuring and identify- 
ing air pollutants at their source; ex- 
pand monitoring efforts; evaluate legal 
practices related to air pollution control. 
Expenditure for research along these 
lines should be steadily increased from 
the present estimated level of $11 mil- 
lion annually to $32 million by 1968. 
The group recommends that 40 per cent 
of the cost be assumed by the federal 
government, 28 per cent by industry, 
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and 32 per cent by state and local gov- 
ernments. 

At the time of publication single 
copies of the report (PHS Publication 
No. 804, 40 pages) were available 
through the Press Room, U. S. Depart- 
ment of Health, Education, and Welfare, 
Washington, D. C. 


Safety Research Project Honored 


The first Metropolitan Life Award for 
Research in Accident Prevention has 
been presented to Dr. B. J. Campbell, 
now assistant to the director of the Auto- 
motive Crash Injury Research Project 
at Cornell University, for his study 
“Driver Improvement: The Point Sys- 
tem.” The project was conducted at the 
University of North Carolina, sponsored 
by the American Association of Motor 
Vehicle Administrators, and financed by 
the Esso Safety Foundation. The award, 
for $1,000, is administered by the Na- 
tional Safety Council. 


Medical Care cum Social Research 


The Medical Care Research Center, 
established in 1960 as a joint enterprise 
of the Social Science Institute of Wash- 
ington University and Jewish Hospital, 
St. Louis, has received a five-year grant 
from the Public Health Service. The 
center will support cooperative efforts by 
medical care administrators and social 
scientists in studies of the organization 
and administration of health services in 
the general hospital and the community. 
Co-investigators in the research pro- 
gram are David Littauer, M.D., executive 
director of the hospital, and Nicholas J. 
Demerath, Ph.D., director of the insti- 
tute. 


Local Resources Meshed: Home Care 


In 1956 the Hartford (Conn.) Health 


Department was instrumental in focus- 


ing the attention of several agencies 
in the city on community needs for 
comprehensive medical care in the home. 
The result was a home care program 
in which the following organizations 
actively take part: Greater Hartford 
Community Council, the county medi- 
cal society, Hartford Rehabilitation Cen- 
ter, the VNA, Family Service Society, 
the city’s four general hospitals, Greater 
Hartford Tuberculosis and Health Asso- 
ciation, and the Connecticut Chapter 
of the Arthritis and Rheumatism Foun- 
dation. 

Original funding for the program 
came from the Hartford Foundation for 
Public Giving and the Connecticut State 
Department of Health. A report (Oc- 
tober, 1960) from Regions I and II of 
the Public Health Service, describes the 
program and notes that “there appear 
to be good prospects that funds can 
be obtained to extend and expand” it. 

The coordinator of the program, a 
physician in the health department, de- 
termines policy guided by a medical 
advisory committee. The health depart- 
ment also provides a nurse administrator 
and two physical therapists. Home 
nursing is done by the VNA, and the 
rehabilitation center provides services 
of occupational and speech therapy. 
Social casework is furnished and home- 
makers secured through the Family 
Service Society. 

The attending physician determines a 
patient’s eligibility for service. He does 
this through a home visit, basing his 
decision on a patient’s medical need. 
Services are available to all regardless 
of ability to pay. Those able to pay 
do so on a sliding scale. 


(Source of the above information is a folio 
entitled “Interesting Program Activities of 
Local Health Departments, Regions I and II” 
of the Public Health Service, with offices at 
42 Broadway, New York 4, N. Y. Illustrates 
some new approaches and “examples of ex- 
cellent work being done in old and more 
basic program areas” that may be worthy of 
emulation. ) 
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Committee on Aging Now Council 


The National Council on the Aging 
which came into existence on January 
1, grew out of the National Committee 
on the Aging, a standing committee of 
the National Social Welfare Assembly 
since 1950. Although no longer under 
NSWA’s auspices, the council will be 
one of its affiliates. 

The council will serve as a central, 
national resource for planning and con- 
sultation about older persons. Its mem- 
bers will include representatives of busi- 
ness and industry, organized labor, gov- 
ernment, the health professions, educa- 
tion, housing, research, the clergy, social 
work, and local communities. Council 
president is G. Warfield Hobbs; the 
NCA office is at 345 East 46th St., New 
York 17, N. Y. 


Attention Veterinarians and Nurses 


“The need for veterinarians in the 
field of laboratory animal medicine 
far exceeds the supply of trained people. 
This has been due to the fact that no 
institution has offered advanced train- 
ing to graduate veterinarians in this 
specialty.” So reads a course-description 
from the Vivarium of the Bowman Gray 
School of Medicine of Wake Forest 
College, which has designed a graduate 
program to help fill the educational gap. 

Candidates must be graduates of an 
accredited school holding the degree 
of Doctor of Veterinary Medicine. Dur- 
ing their two-year program students will 
rotate through five departments of the 
medical school. Emphasis will be 
placed on those disciplines in which 
veterinary medical assistance is fre- 
quently needed. 

Stipends are $4,500 the first year and 
$5,000 the second, under certain con- 
ditions possibly tax free. Other moneys 
are available for research expenditures 
and for attendance at national scien- 
tific meetings and visits to other medical 
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research institutions. Further details 
from Thomas B. Clarkson, D.V.M., Di- 
rector of the Vivarium, Bowman Gray 
School of Medicine, Wake Forest Col- 
lege, Winston-Salem, N. C. 


The University of Minnesota School 
of Public Health will hold a work con- 
ference May 8-12, on the Role of the 
Public Health Nursing Faculty Mem- 
ber in a Field Agency. The school hopes 
to attract pairs of applicants: one from 
a nursing school faculty and one from 
the cooperating field agency where bac- 
calaureate nursing students are placed 
for clinical practice. Representatives of 
school-agency programs about to be 
initiated are encouraged to attend. Stu- 
dents will review current trends in nurs- 
ing education and look into new methods 
of providing public health nursing clini- 
cal experience. The course will also deal 
with the cost factors of interlocking 
programs. Further information from 
Director, Center for Continuation Study, 
University of Minnesota, Minneapolis 


14, Minn. 


Health Department Law Upheld 


The Montana Supreme Court issued 
its decision in August, 1960, on the 
action brought to test the constitution- 
ality of the state law which provides 
for two or more counties to combine 
in forming a health department. 

The court considered three main ques- 
tions: (1) whether the sections of this 
law, which allow the creation of these 
departments as a quasi-political §sub- 
division of the state without the control 
of county commissioners of one or either 
of the counties, were in violation of 
the state Constitution; (2) whether the 
Constitution was violated in the actions 
which provide for the assessement of 
taxes for the operation of these depart- 
ments; (3) whether Montana statutes 
are violated when the power to make 
rules and regulations that carry criminal 
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penalities is delegated by the legislature 
to a board. 

The court stated that such a depart- 
ment is not a quasi-political subdivision 
but at most could only be defined as 
a department of state or an agency of 
the executive branch of the state gov- 
ernment. Furthermore, it is only a pro- 
vision for an effective method of coop- 
eration among the counties of Montana 
with respect to health problems, 

The court also declared the law to 
be constitutional and not deemed a 
taking of property without due process 
since other Montana statutes provide 
for sufficient notice and hearing for the 
general tax authorized in this law. 

The delegation to a board of the 
power to make rules and regulations that 
carry criminal penalties is of no conse- 
quence, the court stated, since the legis- 
lature has provided penalties in the 
law, and the board is without the power 
to prescribe what the penalties will be. 

The court’s opinion was that the 
plaintiff had one valid argument, how- 
ever, in that, when the legislature fails 
to prescribe with reasonable clarity, the 
limits of power delegated to an admin- 
istrative agency, or if those limits are 
too broad, its attempt to delegate is a 
nullity. The court suggested that the 
law be amended to include references to 
the statutes providing existing duties 
and powers of the State Board of Health. 


Hospitals with Osteopaths Listed 


Thirteen hospitals with both doctors 
of medicine and doctors of osteopathy 
on their staffs have been listed by the 
American Hospital Association since 
September, 1959. At that time the AHA 
changed its requirements to permit list- 
ing of hospitals where osteopaths may 
join the staff provided they work under 
medical supervision. Twelve more such 
hospitals are waiting to be surveyed by 
AHA. Another 37 have applied. 

The AHA listing program, which 


basically provides a census of institu- 
tions which can be classified properly 
as hospitals, is to be distinguished from 
the program of the Joint Commission 
on the Accrediation of Hospitals. The 
latter, made up of four organizations in- 
cluding the AHA, is concerned with 
minimum standards of hospital opera- 
tion. 


Resocialization After Therapy 


The Veterans Administration reports 
that the number of mental patients 
whom its hospitals have placed on trial 
visit to their home communities and to 
foster homes has increased steadily since 
1953. The 17,330 patients so placed 
during fiscal 1960 is more than double 
the 7,617 placed in fiscal 1953. Nearly 
all the patients leaving on trial visits 
have been treated for severe mental con- 
ditions, the VA said. 

VA attributes this increase in part 
to its hospitals’ efforts to help patients 
develop new habits of resocialization in 
preparation for return to community 
living, and to the growth of VA pro- 
grams in cooperation with community 
resources which help patients find suit- 
able homes and jobs on release from the 
hospital. 

PERSONALS 


A. Joseruine Brown, M.P.H.,+ formerly nurs- 
ing director, Calhoun County Health De- 
partment (Mich.), is now assistant 
professor, University of Michigan School 
of Nursing, Ann Arbor. 

Epna P. Cosurn,t formerly assistant maternal 
and child health nursing consultant, Denver 
Visiting Nurse Service, is now assistant pro- 
fessor of nursing, University of Colorado 
School of Nursing, Boulder. 

Sruart C. Fisner, M.P.H.,* formerly director 
of personnel and training, Texas State De- 
partment of Health, is now assistant di- 
rector, Management and Personnel Services, 
Board for Texas State Hospitals and Special 
Schools, Austin. 

Epmunp C. Gartue, M.P.H.,¢ formerly re- 
gional engineer, Region VIII, Public Health 


* Fellow. 


+ Member. 


Service, Denver, is now assistant director, 
Bureau of Environmental Health, Kentucky 
State Department of Health, Frankfort. 

Marie F. Gatecy, M.P.H.,+ formerly director 
of public health education, Boston Health 
Department, is now director, Division of 
Health Information, Massachusetts Depart- 
ment of Public Health, Boston. 

Kennetu GiLMAN,? formerly city sanitarian, 
Newton, Kans., is now sanitarian, District 
No. 5 (Salina), Kansas State Board of 
Health. 

Ratpu C. Graser,* formerly chief, Air Pollu- 
tion Engineering Branch, Division of En- 
gineering Services, is now assistant chief of 
the newly formed Division of Air Pollution, 
Bureau of State Services, Public Health 
Service, Washington, D. C. 

Berry Gwatrney,t formerly with the Health 
Careers Program, National Health Council, 
is now educational director of the new 
school of nursing, Richmond (Va.) Mem- 
orial Hospital. 

Evizasern F. Harwin, R.N.,¢ formerly ad- 
visory nurse, Page County Health Depart- 
ment, Va., is now director, Bureau of Public 
Health Nursing, Virginia Department of 
Health, Richmond. 

Eveanor M. Krinc, M.P.H.,¢ formerly dean, 
College of Nursing, University of New 
Mexico, is now assistant professor of nurs- 
ing and assistant to the dean, University of 
Michigan School of Nursing, Ann Arbor. 

Eva Lanpsperc-Lewin, M.D., M.P.H.,*  re- 
cently with the Food and Agricultural Or- 
ganization in Rome, is visiting professor of 
maternal and child health (1960-1961), 
Graduate School of Public Health, Uni- 
versity of Pittsburgh. 

F. Doucias Lawrason, M.D., formerly dean, 
University of Arkansas Medical School, is 
now executive medical director, Merck & 
Co., Inc., Rahway, N. J. 

Date R. Linpsay, Ph.D.,* formerly assistant 
chief, is now chief, Division of Research 
Grants, National Institutes of Health, Beth- 
esda, Md. Deputy chief is Cirnton C. 
Powett, M.D.,+ formerly assistant grants 
branch chief for clinical research in the 
division. 

Kennetu I. E. Macteop, M.D., M.P.M.,* 
formerly commissioner of public health, 
Worcester, Mass., is now commissioner of 
health, Cincinnati, Ohio. 

Raymonp G. McCartuy,? formerly associate 
professor of health education, Department 
of Public Health, Yale School of Medicine, 
is now director, Division of Alcoholism, 
Massachusetts Department of Public Health, 
Boston. 
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J. W. R. Norton, M.D., M.P.H.,* secretary 
and state health director, North Carolina 
State Board of Health, was the recipient of 
the 1960 McCormack Award of the Associa- 
tion of State and Territorial Health Officers. 

Anna M. Osert,+ formerly advisor in public 
health education, International Cooperation 
Administration, Colombia, South America, 
is now health educator, Indian Health Area 
Office, PHS, Oklahoma City, Okla. 

Eric Oxpperc, M.D., head of the Department 
of Neurology and Neurological Surgery, Uni- 
versity of Illinois Medical School, has been 
appointed president, Chicago Board of 
Health. 

Nevin S. Scrimsuaw, M.D., Ph.D.,* formerly 
director, Institute of Nutrition of Central 
America and Panama (INCAP), is now 
director, Department of Nutrition, Massa- 
chusetts Institute of Technology, Cambridge. 

Jeannette Simmons, M.P.H.,* formerly as- 
sistant chief, Health Education Branch, 
Division of Indian Health, PHS, is now 
director of school health, American Heart 
Association, New York, N. Y. 

Ciara E. Vampery, M.D.,+ formerly director, 
of maternal and child health, Long Beach 
(Calif.) Health Department, is now medical 
officer, Bureau of Crippled Children Serv- 
ices, California State Department of Public 
Health, Los Angeles Office. 

Marrua Van Merer,? formerly health edu- 
cation consultant, Indiana State Board of 
Health, is now health education consultant, 
Lexington-Fayette County Board of Health, 
Lexington, Ky. 

Georce M. Wueatiey, M.D., M.P.H.,* third 
vice-president, and director, Health and 
Welfare Division, Metropolitan Life Insur- 
ance Co., New York City, has been elected 
president, American Academy of Pediatrics. 

Davin P. M.P.H.,¢ a Milbank Mem- 
orial Fund Fellow in 1959-1960, is now re- 
search associate, Hospital Planning Associa- 
tion of Allegheny County, Pittsburgh, Pa. 


DEATHS 


Epwarp S. Goprrey, Jr., M.D..* New York 
State health commissioner from 1936 to 
1947, and president of the American Public 
Health Association in 1940 on December 13, 
1960 (Health Officers Section). 

Octave Roy, M.D., D.P.H.,¢ associate, Insti- 
tute of Microbiology and Hygiene, Uni- 
versity of Montreal, Montreal, Quebec, 
Canada (Epidemiology Section). 


* Fellow. 


Member. 
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CONFERENCES AND DATES 


American Public Health Association. 
Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961 


State and Regional Public Health Meet- 


ings—February, March, and April, 
1961: 
Alabama Public Health Association. 


Hotel Admiral Semmes, Mobile. March 
16-17. 

Illinois Public Health Association with 
Middle States Public Health Associa- 
tion. Morrison Hotel, Chicago. April 
12-14. 

Kansas Public Health Association. Town 
House Hotel, Kansas City. April 3-5. 

Kentucky Public Health Association. 
Kentucky Hotel, Louisville. April 11. 

Middle States Public Health Association 
with Illinois Public Health Association. 
Morrison Hotel, Chicago. April 12-14. 

North Dakota Public Health Association. 


Memorial Building, Jamestown. April 
24-25. 
Oklahoma Public Health Association. 


Hotel Tulsa, Tulsa. March 8-10. 
Texas Public Health Association. 


Hotel, Fort Worth. March 5-8. 


Texas 


Meetings of Other Organizations: 


American Academy of Pediatrics (Spring 


Session). Washington, D. C. April 
10-12. 
American Association of Industrial 
Nurses. Dallas, Tex. April 25-27. 


College of Nurse-Midwifery. 
Hotel, Cincinnati, 


American 
Sheraton-Gibson 
Ohio. April 7-8. 

American Orthopsychiatric Association. 
New York, N. Y. March 23-25. 

American Pharmaceutical Association. 
Conrad Hilton Hotel, Chicago, Ill. Week 
of April 16. 

Child Study Association of America. New 
York, N. Y. April 10. 

Council on Social Work Education. Mon- 
treal, Canada. February 1-4. 

Groves Family Conference. Merrill- 
Palmer Institute, Detroit, Mich. April 
10-12. 

National Dairy Council. 
February 7-9. 


Louisville, Ky. 


National Health Forum. Waldorf 
Astoria Hotel, New York, N. Y. March 
13-16. 
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National League for Nursing Convention. 
Cleveland, Ohio. April 10-14. 


National Social Welfare Assembly (Spring 
Meeting). New York, N. Y. April 
18. 


Royal Society of Health Congress. Black- 
pool, England. April 24-28. 


Southwestern Conference on Diseases in 
Nature Transmissible to Man. Mem- 
orial Student Center, Agricultural and 
Mechanical College of Texas, College 
Station, Tex. April 27-28. 


Venereal Disease Symposium, Twelfth 
Annual. Hotel New Yorker, New 
York, N. Y. April 13-14. 


University of Oslo International Summer 
School offers second time: MEDICAL CARE 
AND PUBLIC HEALTH SERVICES IN 
NORWAY. (Registration limited) July 1-28, 
1961 in Oslo, Norway. Two weeks of lectures 
and local visits in Norway; 14-day field trip. 
Write: Oslo International Summer School, 
Northfield, Minnesota. 


Directory of Public 
Health Statisticians 
Sixth Edition (1958) 


This edition lists the names of 1,322 
public health statisticians and, in addi- 
tion, gives job titles, degrees, agency or 
company affiliation and addresses. 


It is a book made to be useful to not only 
the statistician, but also to agencies and 
health departments. Get your copy now 
through the APHA Book Service. For the 
small cost of $1.00 a copy to Members on 
prepaid orders, and $1.50 a copy to non- 
members, you may have the latest “who’s 
who” of the statisticians in public health. 


AMERICAN PUBLIC HEALTH 
ASSOCIATION, INC. 


1790 BROADWAY NEW YORK 19, N. Y. 


Directory of 
Health Service 


BLACK & VEATCH 

Consulting Engineers 
Water — Sewage — Electricity — Gas — Industry 
Reports, Designs, Supervision of Construction, 
Investigations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


TPl 
(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission of specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 


128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Pool Circulating Systems. Purification Systems 
as applied to Sewage Treatment and Water 
Works. A New System for Automatic Control. 


215 W. HURON ST. CHICAGO 10, ILL. 


EMERSON VENABLE, P. E. 

Chemist and Chemical Engineer 
Atmospheric Pollution. 

Chemical Warfare 


Industrial Hygiene 


6111 Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 


A Personne! Administration Service in the 
Field of Public Health 


Available to State and ~ Health Departments 


an 
Merit Systems 


Examinations Field Consultation 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 
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Preserve your JOURNALS CONTROL AIR-BORNE 


With a Jesse Jones INFECTION and CONTAMINATION 
Volume File use HANOVIA “LETHERAY” 


GERMICIDAL AIR STERILIZERS 
Specially designed and produced for (2537A—ULTRAVIOLET) 

the American Journal of Public Health, Th iol 

this file will keep one volume, or 12 e lethal action of ultraviolet rays on 


issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 


Volume File on your book shelf. Its rich traviolet emitted by LETHERAY is in 
red and green Kiver cover looks and feels germicidal region—2537A. 

like leather, and the 16-carat gold leaf LETHERAY AFFORDS PROTECTION T9 
hot-embossed lettering makes it a fit com- PATIENTS, PERSONNEL (AND PRODUCTS 
panion for your finest bindings. 

_ The Volume File is reasonably priced, Fixtures scientifically designed for 
in spite of its costly appearance. It is modern irradiation requirements 


sent postpaid (except in Canada and in 
foreign countries) carefully packed, for INDIRECT, DIRECT, FOCUSED AND PORTABLE 
$2.50 each. Most members will find it FREE ENGINEERING 

more convenient and economical to order ASSISTANCE AND ESTIMATES 

3 for $7.00 or 6 for $13.00. Satisfaction 


: Germicidal Equipment Sales 
guaranteed. For prompt shipment, order = 


direct from the: * ENGELHARD HANOVIA, INC. * 
HANOVIA LAMP DIVISION 
American Public Health Association 100 Chestnut Street * Newark 5, NJ. 


1790 Broadway, New York 19, N. Y. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway New York 19, N. Y. 
APPLICATION FOR MEMBERSHIP 
(Please type or print) 
(street) (city) (zone) (state) 
(title) (organization) 
(street) (city) (zone) (state) 
(title) (organization) (city and state) (dates) 
Please complete application on reverse side. 


FEBRUARY, 1961 xxvil 


= 


Your laboratory and research needs demand the We maintain a variety of our own laboratory animals 
quality and dependability which Colorado Serum Co. under the finest conditions. 
assures its customers. Prompt service. All correspond- 


ence end inquiries anewered immediately. The newest equipment, coupled with over 35 years of 


production experience and devotion to product qu-lity 


@ serums @ globulins 

@ bloods e Geevasennt materials guarantees you can order with confidence. 
@ ultrafiltrates @ diagnostic reagents 

@ complement @ tissue culture reagents 


COLORADO | SERUM Co. 


Write for this FREE CATALOG NOW! = 
No salesman will call. : 


laboretory and General Office PEAK OF QUALITY 
4950 YORK STREET * DENVER 16, COLORADO © MAin 3-5373 


(Continued from previous page) 


SECTION AFFILIATION DESIRED (choose only one) 


..Health Officers .Food and Nutrition School Health 
Laboratory ....Maternal and Child Health Dental Health 
Statistics ...Public Health Education ...Medical Care 
Engineering and Sanitation ...Public Health Nursing Mental Health 

...Occupational Health .Epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name 
and address so that the Administrative Office may procure it for you. 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 

The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members 
joining after July 1 will receive the Journal beginning with July; such applicants may pay 
one year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 


A remittance for $ cesses iS Enclosed. Send bill to 


DATE ......... SIGNATURE ............... 
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PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


American Journal of Public Health and _ the 
Nation’s Health: 
An Appraisal Method for Measuring the Quality 
of Housing—A Yardstick Health 
Housing Officials and Planner: 


~- I. Nature and Uses of ‘the Method. 1945. 

. Appraisal of Dwelling Conditions. Vol. 

A—Director’s Manual. $3. Vol. B—Field 

Procedures. $2.00. Vol. C—Office Procedures. 
$3.00. 1946; or three for .............0ece0es $7.00 

Part III. Appraisal of Neighborhood Environ- 

Baker’s Devonshire 1767. Facsimile Delta 


- Basic Principles of of Healthful Housing. 2nd ed. 
Care of Laboratory Animals. 1954. 32 .75 

Chronic Disease and Rehabilitation. Program 


Guide for State and Local Health haoutian. 
Diseases in Man. 9th 


. 1960. 235 pp. 

Control of Malnutrition in Man. 1960. 124 pp. $1.50 


Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. ..........+..: $7.50 
Directory of Public Health Statisticians. 6th ed. 
Special price to members on prepaid orders only. $1. 00 
Epidemiology of Cardiovascular Diseases 
Methododogy (Part II October 1960) aS abies $1.00 
Evaluation Schedule. For use in the study and 
appraisal of community health programs ....... 
General Medical Care Programs in Local Health 
Departments. 1951. 129 pp. 
Guide to a Community Health Study. 


Guides to Services for Handicapped Children: 
Cerebral Palsy—1955. 108 p PP. 
Cleft Lip and Cleft Palate—i955. 84 pp. ...... 


Handicapped Childe” 1955. 
Hearing Impairment—1956. 12 

Heart Disease and Rheumatic Fever—1960, 118 


Health Supervision of Young Children. A Guide 
for Practicing Physicians Ft Child Health Con- 
ference Personnel. 1960. 180 pp. .....--+-++--+ $3.00 


Housing an Aging Population. 1955. 2 $1.00 


Methods for Determining Lead and 
Biological Materials. 2nd ed. 1955. ey ” $1.25 


Nutrition Practices: A Guide for Public Health $1 


Administrators. 72 pp. 00 
Principles for Healthful Rural Housing. Ist ed. 

Proposed Housing Ordinance. 1952. 24 pp. ...... $1.00 
Public Exp e to Ionizing Radiati What Pub- 

lic Health Personnel Needs to Know. 1958. 

Public Health and Hospitals in the St. Louis Area 

—A Mid-Century Appraisal. 1957. 414 pp. .... $4.50 
Radiological Health Practice. A Guide for Public 

Health Administrators. 1959. 20 pp. ........-- 
Recommended Methods for the Microbiological 

Examination of Foods. 1958. 207 pp. .......-- $4.50 
Selected Papers of Joseph W. Mountin, M.D., 

Standard Methods for the Examination of Dairy 

Products. ilth ed. 1960. 480 pp. ........... $7.00 

Photographic Sediments Charts ..........-.-+ $2.00 
Standard Methods for the Examination of Water 
and Wastewater. llth ed. 1960. 650 pp. ..... $10.00 


Special price to members of APHA, AWWA, 
and WPCF on prepaid orders only for a single 


Standards for Healthful Housing: 
Planning the Neighborhood. 1960. ............ $3. 
Planning the Home for Occupancy. 1950. .... $2.00 


Construction and Equipment of the Home. 1951. $2.00 


Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp. .......- $1.00 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLI~ HEALTH 


Baptasted Cleanability of @ Types of Eating 


rfaces. February, 1953. 12 pp. ..........-.. 25 
Bookshelf on Epidemiol and The 
Medical Officer’s. April, 1957. 16 pp. ........ 35 
7 on International Health. April, 1958. 23 
Bookshelf on the Hist and Philosophy of Public 
Health. April, 1960. 16 pp 35 
Bookshelf on the Social and Public 


Certain Aspects of the Microbiology of Frozen 
Concentrated Orange Juice. June, 1956. 8 pp. .10 


Creative Health and the Principle of Habeas Men- 


Disability — Cash Benefits Versus Rehabilitation? 


Driver Behavior and Accidents. May, 1957. 8 pp. 10 
Environmental Aspects of Staphylococcal Infections 
ued in Hospitals (symposium). April, 1960. 3 
Care for the Aged. February, 
Givers’ hs Editorial. October, 1954. 4 pp. Free 
Hospitals and Public Health. Editorial. July, 1959.  .10 


Shattuck—Still a Prophet. February, 1949. 


The Local Health Department—Services and Re- 
sponsibilities. An _ official statement of the 
American Public Health Association. March, 

On the Use of Sampling in the Field of Public 
Health. June, 1954. of pp 40 

Poultry In tion. Official Statement A 
November, 1957. 50 

Public Health Policy on Radiological Health. 

Quo Vadis—Public Health? June, 1960. 2 pp...  .10 

ated Poisonous Snakebites in Man. Editorial. 
uly, 1959. pre 10 

State Health esponsi- 
bilities. 1954. 20 p 35 

Statement on Availability oy Uses of Staphy- 
lococcal Phage Typing. September, 1959. ...... 25 

Su ted Home Accident Prevention Activities 

or Health Departments. May, 1956. 8 pp. ... 10 

Tax-Supported He Health and Welfare Services. Janu- 


Tax Supported, Me Medical Care for the Needy. Octo- 


Order from the Book Service — Advance Payment Is Requested 


FEBRUARY, 1961 


$2.50 
$2.50 
$2.50 
$2.50 
$2.50 
$2.50 

Vision and Eye Problems—1956. 112 pp. ....... $2.50 

| 
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XxIX 


you never outgrow your need for cereal and milk 


excellent nutritional supplementation... 
cereal and milk 


key to chart: 


CEREAL 


MILK 


In the chart, 100 per cent equals the total amount of 
the nutrients common to both and calories supplied 
by the cereal serving. The black and white bars rep- 
resent the percentage contribution of nutrients and of 
calories made individually by the cereal and by the 
milk of the cereal serving. This shows that in five 


of the nine nutrients, as well as in calories, the break- 
fast cereal alone provides more than 50 per cent of 
the total amounts contributed by both cereal and milk, 
and almost 50 per cent of the protein. These figures 
demonstrate the excellent manner in which cereal and 
milk supplement each other. 


8 th annual cereal and milk spring festival april 1-30 / cereal institute and american dairy association — sponsors 


CEREAL INSTITUTE, INC. 
135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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SIMPLIFIES TUBERCULIN TESTING 
STERNEEDLE* GUN 


Note: CONCENTRATED TUBERCULIN PPD ‘CON- 
NAUGHT’ Is used for the STERNEEDLE test. Available 
in | ce vials (sufficient for as many as 200 tests). 


The Automatic TB Case-Finding Device 
for the Heaf TUBERCULIN TEST 


The STERNEEDLE gun is an improved multiple puncture 
apparatus for rapid intradermal tuberculin testing. Based on 
the Heaf principle of multiple puncture, six needles 
contained within the STERNEEDLE cartridge mechanically 
and painlessly penetrate the skin through a previously 
applied film of concentrated PPD. Needle puncture and 
withdrawal is automatic. 
ADVANTAGES... 

® Four (4) times faster than Mantoux. 

® Faster and more reliable than Patch test. 


® Performs up to 400 tests per hour. 


® Detects reactors to 5 TU Mantoux and some 100 TU reactors. 


® No dressing required. 
® Accurate interpretation, without measurement. 
Averages 250 readings per hour. 


® Each test is uniform—puncture of 1 mm. depth 
and needle withdrawal is automatic. 


® No special skill required. 
® Painless. Ideal for testing children. 
® Eliminates hazardous and uncertain flame sterilization. 


® Disposable needle cartridges ELIMINATE CROSS-INFECTION. 


= Low cost STERNEEDLE cartridges may be resterilized. 


r Procedure for STERNEEDLE TUBERCULIN TEST: Write for literature. Personal demonstration may be arranged. 


Top, left...Slip needle cartridge on guh with 


plastic applicator. Remove applicator. 


Top, right...Place a drop of tuberculin PPD on 


‘ cleansed forearm. 


cally triggers and retracts the needles. 


‘ Bottom, right: Disposable needle cartridges and 
. applicators may be washed and sterilized for 


reuse, if desired. 


Bottom, left...Pilace gun on drop of tuberculin 
PPD. Pressure and release of handle automati- 


THE CORP. 


*Trademark. 


266 South Dean Street, Englewood, New Jersey 
Canada: Winley-Morris Co., 4700 Prince of Wales, Montreal 


Pat. Pend. 
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STANDARD METHODS AGAR 


Tenth Edition 1953 
Eleventh Edition 1960 


APPROVED BACTO 
A PH A FORMULA PLATE COUNT AGAR 
Pancreatic digest of casein........ 5 g- *Bacto - Tryptone PAXCREATIC SISEST 5 g. 
Yeast 2.5 g. Bacto - Yeast Extract..... 2.3.8. 
Glucose. Bacto - Dextrose. .G.ucose 
Agar, bacteriological grade... ... 15 g. Bacto - Agar............. 15g. 
Reaction pH 7.0 Reaction pH 7.0 


*BACTO — TRYPTONE, Pancreatic Digest Casein US P, 
has been an A P H A Standard Methods Peptone since 1923 
and a Plate Count Agar Peptone since 1939. 


According to specifications and standards of 


USP 
United States Pharmacopoeia XVI 1960 


APHA 
Standard Methods for Examination of Dairy Products XI 1960 


AOAC 
Association of Official Agricultural Chemists IX 1960 


Descriptive literature on request 


Speety 


DIFCO LABORATORY PRODUCTS 
BIOLOGICS CULTURE MEDIA REAGENTS 


‘ 


Se 


